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CONSTITUTION. 


ARTICLE  I. 


The  name  of  this  Association  shall  bo  The  Southern 
Surgical  and  Gynecological  Association. 

ARTICLE  II. 

The  object  of  this  Association  is  to  further  the  study 
and  practice  of  surgery  and  gynecology  among  the  pro- 
fession of  the  Southern  States. 

ARTICLE  III. 

This  Association  shall  adopt  and  conform  to  the  Code 
of  Ethics  of  the  American  Medical  Association. 

ARTICLE  IV. 

Any  reputable  physician,  who  practises  surgery  or 
gynecology,  and  who  is  vouched  for  by  two  members  of 
the  Association,  and  recommended  by  the  Council,  shall 
be  eligible  to  membership  in  this  body. 

ARTICLE  V. 

Section  1.  The  officers  of  this  Association  shall  be  a 
President,  two  Vice-Presidents,  a  Secretary,  and  a  Treas- 
urer; and  a  Council,  elected  by  ballot,  without  nomina- 
tion. 

Sec.  2.  The  President  and  Vice-Presidents  shall  be 
elected  for  one  year,  and  the  President  shall  not  be  eli- 
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gible  for  reelection  at  any  time;  the  Secretary  and 
Treasurer,  each,  for  five  years,  and  the  Council  as  pro- 
vided for  in  the  By-laws. 

ARTICLE  VI. 

Section  1.  It  shall  be  the  duty  of  the  President  to  pre- 
side at  all  meetings  of  the  Association ;  to  give  the  cast- 
ing vote ;  to  see  that  the  rules  of  order  and  decorum  be 
properly  enforced  in  all  deliberations  of  the  Association ; 
to  sign  the  approved  proceedings  of  each  meeting,  and  to 
approve  such  orders  as  may  be  drawn  upon  the  Treasurer 
for  expenditures  ordered  by  the  Association. 

Sec.  2.  In  the  absence  of  the  President  the  first  Vice- 
President  shall  preside,  and  in  his  absence  the  second 
Vice-President  shall  preside. 

Sec  3.  In  the  absence  of  all  three,  the  Association 
shall  elect  one  of  its  members  to  preside  pro  tern. 

Sec  4.  It  shall  be  the  duty  of  the  Secretary  to  keep  a 
true  and  correct  record  of  the  proceedings  of  the  meet- 
ings ;  to  preserve  all  books,  papers,  and  articles  belonging 
to  the  archives  of  the  Association ;  to  attest  all  orders 
drawn  on  the  Treasurer  for  moneys  appropriated  by  the 
Association  by  the  seal  of  the  Association ;  to  keep  the 
account  of  the  Association  with  its  members;  to  keep  a 
register  of  the  members,  with  the  dates  of  their  admission 
and  places  of  residence.  He  shall  collect  all  moneys  due 
from  the  members,  and  pay  to  the  Treasurer,  taking  his 
receipt  for  the  same.  He  shall  report  such  unfinished 
business  of  previous  meetings  as  may  appear  on  his  books 
requiring  action,  and  attend  to  such  other  business  as  the 
Association  may  direct.  He  shall  also  supervise  and  con- 
duct all  the  correspondence  of  the  Association,  and  be 
chairman  of  the  Publishing  Committee. 

Sec  5.  It  shall  be  the  duty  of  the  Treasurer  to  keep  a 
correct  record  of  all  moneys  received  from  the  hands  of 
the  Secretary,  giving  his  receipt  for  the  same ;  pay  them 
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out  by  order  of  the  Association,  as  indorsed  by  the  Presi- 
dent and  attested  by  the  seal  in  the  hands  of  the  Secretary. 
Sec.  6.  It  shall  be  the  duty  of  the  President  of  the  As- 
sociation to  appoint  a  Committee  of  Finance,  consisting 
of  three  members  of  the  Association,  whose  duty  it  shall 
be  to  examine  the  books  of  the  Secretary  and  Treasurer, 
and  report  on  the  same  at  the  next  session  of  the  Associ- 
ation. 

ARTICLE  VII. 

Vacancies  occurring  in  the  officers  of  the  Association 
shall  be  filled  by  appointment  of  the  President  until  the 
next  meeting.  He  shall  also  have  the  appointment  of  all 
committees  not  otherwise  provided  for. 

ARTICLE  VIII. 

This  Constitution  shall  take  effect  immediately  from 
the  time  of  its  adoption,  and  shall  not  be  amended  except 
by  a  written  resolution,  which  shall  lie  over  one  year,  and 
receive  a  vote  of  two-thirds  the  members  present. 

ARTICLE  IX. 

Any  member  who  for  three  consecutive  years  fails  to 
attend  the  meetings  shall  be  dropped  from  the  roll  of 
membership. 


BY-LAWS. 


ARTICLE  I. 

The  Southern  Surgical  and  Gynecological  Association 
shall  meet  annually  on  the  second  Tuesday  of  Xovember 
at  10  a.  m.,  at  such  place  as  may  bo  designated  by  the 
preceding  meeting. 
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ARTICLE  II. 

The  members  present  shall  constitute  a  quorum  for 
business. 

ARTICLE  III. 

The  annual  dues  of  each  member  shall  be  $10,  paid  in 
advance. 

ARTICLE  IV. 

The  usual  parliamentary  rules  governing  deliberative 
bodies  shall  govern  the  business  workings  of  this  Associ- 
ation. 

ARTICLE  V. 

All  questions  before  the  Association  shall  be  determined 
by  a  majority  of  the  votes  present. 

ARTICLE  VI. 

The  President  shall  deliver  an  annual  address  at  each 
meeting  of  the  Association. 
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ARTICLE  VII. 

The  Secretary  of  the  Association  shall  receive,  at  each 
annual  session,  a  draft  from  the  President,  drawn  on  the 
Trea&urer,  for  the  sum  of  $100  for  services  rendered  the 
Association,  and  to  this  shall  be  added  the  necessary  ex- 
pense incurred  in  the  discharge  of  his  official  duties. 

ARTICLE  VIII. 

It  shall  be  the  duty  of  the  Secretary,  one  month  prior 
to  the  annual  meeting,  to  notify  by  circular  letters  the 
members  of  the  Association,  and  urge  their  attendance. 
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ARTICLE  IX. 

The  authors  of  all  essays  shall  notify  the  Secretary,  six 
weeks  prior  to  the  meeting,  of  the  titles  of  their  ess;: 
that  they  may  be  incorporated  in  the  circular  letter  to  the 
members. 

ARTICLE  X. 

COUNCIL. 

The  Council  shall  consist  of  five  members ;  and  of  those 
elected  at  the  primary  meeting,  the  first  shall  serve  live 
years,  the  second  four,  the  third  three,  the  fourth  two,  and 
the  fifth  one  year;  so  that  subsequently  one  member  of 
the  Council  shall  be  elected  annually  to  serve  five  years. 
The  President  and  Secretary  shall  be  ex-qfficio  members 
of  the  Council. 

This  Council  shall  organize  by  electing  a  Chairman 
and  Secretary,  and  shall  keep  a  record  of  its  proceedings. 

The  duties  of  this  Council  shall  be — 

1.  To  investigate  applications  for  membership  and  re- 
port to  the  Association  the  names  of  such  persons  as  are 
deemed  worthy. 

2.  To  take  cognizance  of  all  questions  of  an  ethical, 
judicial,  or  personal  nature,  and  upon  these  the  decision 
of  the  Council  shall  be  final ;  provided,  that  appeal  may 
be  taken  from  such  decision  of  the  Council  to  the  Associ- 
ation, under  a  written  protest,  which  protest  shall  be  sus- 
tained by  the  Association,  and  the  matter  shall  then  be 
referred  to  a  special  committee,  with  power  to  take  final 
action. 

3.  All  motions  and  resolutions  before  the  Association 
shall  be  referred  to  the  Council  without  debate,  and  it  shall 
report  by  recommendation  at  as  early  an  hour  as  possible. 
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ARTICLE  XI. 

The  following  are  the  standing  committees  of  the  As- 
sociation to  be  filled  by  the  President  and  to  report  at  the 
next  annual  meeting  subsequent  to  their  appointment,  viz. : 
Committee  of  Arrangements  and  Committee  of  Publica- 
tion. The  Committee  of  Publication  shall  consist  of  three 
members,  one  of  whom,  the  Secretary  of  the  Association, 
shall  also  be  the  chairman  of  the  said  committee.  The 
Committee  of  Arrangements  shall  consist  of  five  members. 

ARTICLE  XII. 

The  Committee  of  Publication  shall  have  full  power  to 
omit  from  the  published  Transactions,  in  part  or  in  whole, 
any  paper  that  may  be  referred  to  it  by  the  Association, 
unless  specially  instructed  to  the  contrary  by  the  Associ- 
ation, which  will  be  determined  by  vote. 

ARTICLE  XIII. 

Xo  honorary  members  shall  be  placed  upon  the  roll  of 
this  Association. 

ARTICLE  XIV. 

Any  member  failing  to  pay  his  dues  for  more  than  one 
year  shall  be  dropped. 

ARTICLE  XV. 

Every  physician  making  application  for  membership 
shall  present  with  his  application  a  paper  on  some  surgical 
or  gynecological  subject. 

ARTICLE  XVI. 

Xo  paper  shall  be  read  before  this  Association  which 
does  not  deal  strictly  with  a  subject  of  surgical  or  gyne- 
cological importance. 
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ARTICLE  XVII. 

Xo  paper  read  before  the  Association  shall  be  public 
in  any  medical  journal  or  pamphlet  for  circulation,  as 
having  been  read  before  the  Association,  without  having 
received  the  indorsement  of  the  Committee  of  Publica- 
tion. 

ARTICLE  XVIII. 

The  reading  of  papers  shall  be  limited  to  twenty  minutes 
each,  except  by  permission  of  the  Association. 
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FOURTH   ANNUAL   MEETING. 


The  following-named  Members  were  present : 


BARRLNGER,  P.  B.    . 

BAXTER,  GEORGE  A. 
BOSHER,  LEWIS  (  . 
BROWN,  BEDFORD 
COBB,\V.  H.  H.  . 
COLEMAN,  D.  J. 
CULLEN,  J.  S.  D. 
DABNEY,  WILLIAM  0.    . 
DAVIS,  JOHN  D.  s.    . 
DAVIS,  WILLIAM  E.  B.   . 
DEAN,  G.  R. 

DOUGLAS,  RICHARD       . 
EDWARDS,  LANDON  B.  . 
ENGELMANN,  GEO.  J.     . 
EVANS,  JAMES 
GASTON,  JAMES  McF.     . 
GOGGANS,  JAMES  A. 
HAGGARD,  WILLIAM  D. 
JOHNSON,  JOSEPH  T.      . 
JOHNSTON,  GEORGE  B.  . 
KELLY,  HOWARD  A. 
KOLLOCK,  CORNELIUS  . 
LONG,  J.  W. 

McGUIRE,  HUNTER  II.    . 
McUUIRE,  WILLIAM  E.  . 
ItfURTRY,  LEWIS  S.    . 
MARCY,  HENRY  O.  . 
MICHAEL,  JACOB  E. 
NASH,  HERBERT  M. 
NELSON,  H.  T.   . 
OPIE,  THOMAS. 


University  of  Va.,Va. 

Chattanooga,  Tenn. 
Richmond,  Va. 
Alexandria,  Va. 
goldsboro.  n.  c 
Richmond,  Va. 
Richmond,  Va. 
University  of  Va.,Va. 
Birmingham,  Ala. 
Rome,  Ga. 
Spartanburg,  S.  C. 

JHVTLLE,  TeNN. 

Richmond,  Va. 
St.  Louis,  Mo. 
Florence,  S.  C. 
Atlanta,  Ga. 
Alexander  City,  Ala. 
Nashville,  Tenn. 
Washington,  D.  C. 
Richmond,  Va. 
Baltimore,  Md. 
Cheraw,  S.  C. 
Randleman,  N.  (  . 
Richmond,  Va. 
Richmond,  Va. 
Louisville,  Ky. 

-ton,  Ma 
Baltimore,  Md. 
Norfolk,  Va. 
Charlotteville,  Va. 
Md. 
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Pi  WILLIAM  W.  .  Buffalo,  N.  V. 

PRICE,  JOSEPH        .  .  Philadelphia,  Pa. 

REED,  CHARLES  A.  L.  .  Cincinnati,  Ohio. 

ROHE,  GEORGE  H.  .  .  Oatonsvillb,  Md. 

ROSS,  GEORGE  .         .  .  Richmond,  Va. 

STONE,  ISAAC  8.       .  .  Washington,  D.  C. 

TAYLOR,  B.  W.  .        .  .  Columbia  S.  C. 

TAYLOR,  HUGH  M.  .  .  Richmond,  Va. 

TOMPKINS,  CHRIS.  .  .  Richmond,  Va. 

TRIPPE,  RICHARD  J.  .  Chattanooga,  Tbnn. 

WELLFORD,  JOHN  S.  .  Richmond,  Va. 

WESTMORELAND,W.  F.  .  Atlanta,  Ga. 

WHEAT,  LOUIS         .  .  Richmond,  Va. 

WILSON,  HENRY  P.  C.  .  Baltimore,  Md. 

WILSON,  J.  T.     .         .  .  Sherman,  Texas. 

WALKER,  EDWIN    .  .  Evansville,  Ind. 

WYETH,  JOHN  A.      .  .  New  York  City. 

Letters  and  messages  of  regret  were  received  from  a  number 
of  members  who  were  prevented  from  attending  the  meeting. 
A  large  number  of  invited  guests  were  in  attendance. 

First  Day — Tuesday,  November  10,  1891. 

Morning  Session. — The  meeting  was  called  to  order  by  the 
President,  Dr.  L.  S.  McMurtry,  of  Louisville,  Ky.,  at  10  a.m. 

Prayer  was  offered  by  the  Rev.  D.  M.  Hoge,  after  which  the 
President  declared  the  Association  ready  for  the  transaction  of 
its  scientific  business. 

Papers  were  then  read  as  follows : 

1.  "Albuminuria:  Its  Relations  to  Surgical  Operations,"  by 
Dr.  J.  W.  Long,  of  Randleman,  N.  C. 

Discussed  by  Drs.  Potter,  Baxter,  John  D.  S.  Davis,  McGuire, 
Westmoreland,  Kollock,  Price,  Vander  Veer,  H.  P.  C.  Wilson, 
Cobb,  Douglas,  Marcy,  and  discussion  closed  by  the  essayist. 

2.  "  Systemic  Infection  from  Gonorrhoea,"  by  Dr.  Bedford 
Brown,  of  Alexandria,  Va. 

Discussed  by  Drs.  Morris,  Price,  Baxter,  Vander  Veer,  John 
D.  S.  Davis,  and  closed  by  the  author. 

3.  "A  Report  of  Some  Additional  Cases  of  External  Perineal 


FOURTH  ANNUAL  MEETING.  xxx'w 

Urethrotomy  without  a  Guide,"  by  Dr.  J.  Edwin  Michael,  of 
Baltimore,  Md. 

Discussed  by  Drs.  McGuire,  John  D.  B.  Davis,  Price,  W  E. 
B.  Davis,  Baxter,  Kollock,  Long,  and  closed  by  the  essayist. 

On  motion,  the  Association  adjourned  until  2.30  p.m. 

Afternoon  Session. 

The  Association  reassembled  at  2.30  p.m.,  and  was  called  to 
order  by  the  President. 

4.  "Reduction  of  Dislocations  by  Manipulation,"  by  Dr.  Willis 
F.  Westmoreland,  of  Atlanta,  Ga. 

Discussed  by  Dr.  Brown. 

5.  "  Complications  in  Pelvic  Surgery,  and  How  to  Deal  with 
Them,"  by  Dr.  Joseph  Price,  of  Philadelphia,  Pa. 

Discussed  by  Drs.  Wilson,  Marcy,  Dean,  Kollock,  Vander 
Veer,  Michael,  Johnson,  Nash,  and  closed  by  the  author. 

6.  "  Laparotomies  During  the  Past  Year,"  by  Dr.  Thomas 
Opie,  of  Baltimore,  Md. 

Discussed  by  Drs.  Johnson,  W.  E.  B.  Davis,  H.  P.  C.  Wilson, 
Haggard,  Price,  and  closed  by  the  essayist. 

7.  "Ovarian  Cysts,  with  the  Report  of  a  Case  of  Ovariotomy 
in  a  Young  Girl,"  by  C.  Kollock,  of  Cheraw,  S.  C. 

On  motion,  the  Association  adjourned  until  9.30  Wednesday 
morning. 

Second  Day — Wednesday,  November  11,  1891. 

Morning  Session. — The  Association  was  called  to  order  at 
10  a.m.  by  the  President. 

Prayer  was  offered  by  the  Rev.  Dr.  Newton. 

Dr.  Thomas  J.  Moore,  of  Richmond,  delivered  an  Address 
of  Welcome  on  behalf  of  the  local  medical  profession,  lie 
spoke  as  follows  : 

Mr.  President  and  Gentlemen  of  thk  Southern  Surgical 
and  Gynecological  Association: 

It  becomes  my  pleasant  duty  to  extend  to  you  the  hospitalities 
of  the  city  of  Richmond.  The  citizens  of  this  place  are  always 
delighted  to  see  assembled  in  their  midst  organizations  of  any 
kind  or  nature  which  have  for  their  object  the  general  good  and 
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welfare  of  the  public  at  large.  It  is  especially  a  matter  of  con- 
gratulation on  their  part  when  they  can  welcome  an  association 
purely  Southern,  which  is  engaged  in  so  worthy  an  undertaking 
as  yours. 

We  have  been  ever  since  the  commencement  of  this  century 
almost  absolutely  a  homogeneous  population.  It  required  the 
American  revolution  and  the  great  principles  for  which  we  fought 
to  make  us  a  harmonious  people.  It  is  needless  for  me  to  dwell 
upon  the  great  events  of  1861  which  gave  genius  its  great  struggle 
in  this  country.  It  is  needless  for  me  to  enter  into  particulars, 
and  describe  the  manner  in  which  that  great  struggle  was  con- 
ducted upon  Southern  land.  I  desire  to  say  this,  that  in  point 
of  purity  of  patriotism,  purity  of  action,  determination  and 
heroism  in  battles,  no  men  proved  superior  to  those  who  lived 
south  of  Mason  and  Dixon's  line.  A  distinguished  writer  has 
said:  "Show  me  the  monuments  of  a  country,  and  let  me  hear 
the  national  songs,  and  I  will  determine  the  measure  of  its 
patriotism  and  the  character  of  its  civilization." 

While  you  are  here  on  a  brief  sojourn,  allow  me  to  call  your 
attention  to  the  magnificent  monuments  that  have  been  erected 
to  our  heroes.  Let  me  say  to  you  that  the  day  is  not  far  distant 
when  a  great  obelisk  will  be  raised  in  memory  of  that  pure 
patriot,  lofty  statesman,  profound  scholar,  and  leading  hero  of 
the  Southern  Confederacy — Jefferson  Davis.  My  purpose  in 
alluding  to  this  is  to  direct  your  attention  to  something  I  con- 
sider material  and  tangible  in  our  own  direction.  There  was 
no  layman  in  our  Society  who  did  more  for  the  furtherance  of 
our  cause,  who  did  more  for  the  benefits  and  welfare  of  the  com- 
munity at  large  than  the  Confederate  State  Surgeon — the  late 
Dr.  S.  P.  Moore.  He  entered  upon  his  undertakings  with  a 
paucity  of  material,  and  the  able  manner  in  which  he  constructed 
a  system  out  of  apparent  chaos,  the  procurement  of  supplies,  the 
administration  in  all  its  ramifications,  if  examined  into,  will  excite 
the  wonder,  surprise,  and  admiration  of  those  who  see  fit  to  do  so. 
He  caused  to  be  investigated  all  domestic  plans  ;  he  wrote  for  the 
benefit  of  the  State  Confederate  surgeon  a  handbook  of  surgery, 
which  embraced  all  that  was  new,  all  that  was  practical,  and  I 
hope  the  day  is  not  far  distant  when  this  Society,  so  purely 
Southern,  will  see  to  it  that  a  monument  will  also  be  erected  to 
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the  memory  of  the  late  Surgeon-General,  Dr.  S.  P.  Moore,  and 

his  confreres  who  fell  upon  the  field  of  battle  in  the  service. 

There  are  other  things  connected  with  your  sojourn  that  I 
might  mention,  but  dare  not  on  account  of  time.  You  will  be 
able  to  show  the  medical  men  of  Virginia  that  it  is  necessary  for 
them  not  to  become  laggards  in  this  great  and  active  age.  You 
have  established  for  yourselves  a  reputation  during  the  past  few 
years  since  you  grew  into  existence  that  has  been  enviable  in  the 
extreme.  Foreign  journals  have  commended  your  work.  Let 
us  hope  that  you  will  continue  to  progress  in  this  direction  ;  that 
you  will  never  leave  off  so  long  as  your  organization  can  exist, 
and  so  long  as  the  progress  of  time  and  the  march  of  events  are 
onward. 

Gentlemen,  I  thank  you  for  your  attention,  and  extend  to  you 
once  more  a  cordial  invitation  to  our  homes.  We  hope  you  will 
feel  that  you  are  not  strangers  amongst  us,  but  are  literally 
dwelling  in  our  tents,  and  that  you  are  one  of  113. 

8.  "A  Medico-legal  Aspect  to  Pelvic  Inflammation,"  by  Dr. 
W.  W.  Potter,  of  Buffalo,  New  York. 

Discussed  by  Drs.  Reed,  Engelmann,  Kelly,  Westmoreland, 
Opie,  Price,  Stone,  and  closed  by  the  essayist. 

9.  "  Medico-legal  Aspect  of  Intestinal  Surgery,"  by  Dr.  John 
D.  S.  Davis,  of  Birmingham,  Ala. 

Discussed  by  Drs.  J.  F.  W.  Ross  (of  Toronto),  Westmoreland, 
Davis,  Dean,  Morris,  Price,  Baxter,  Marcy,  and  discussion  closed 
by  the  essayist. 

10.  "  Hand-disinfection,"  by  Dr.  Howard  A.  Kelly,  of  Balti- 
more, Md. 

Discussed  by  Drs.  Morris,  Stone,  J.  F.  W.  Ross,  Buckmaster 
(of  New  York),  Marcy,  Wyeth,  W.  E.  B.  Davis,  Engelmann, 
Baxter,  and  closed  by  the  essayist. 

11.  "The  Pedicle  in  Hysterectomy:  how  Formed,  its  Subse- 
quent Behavior,  and  it<  Pinal  Condition/'  by  Dr.  I.  S.  Stone,  of 
Washington,  D.  C. 

Discussed  by  Drs.  J.  F.  W.   Ross,  Morris  Marcy,  Price,  and 

;.  by  the  essayist. 
On  motion,  the  Association  adjourned  until  2.30  P.M. 
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Aftt  rnoon  s,  wvon. 

The  Association  reassembled  at  2.30  p.m.,  and  was  called  to 
order  by  the  First  Vice-President,  Dr.  J.  McF.  Gaston,  of  At- 
lanta, Ga. 

The  first  thing  in  order  was  the  annual  address  of  the 
President.  Dr.  McMurtry  selected  as  the  title  for  his  address, 
"A  Plea  for  Progressive  Surgery." 

Dr.  John  D.  S.  Davis  moved  that  a  vote  of  thanks  be  ex- 
tended to  the  President  for  his  admirable  address.     Seconded. 

Dr.  Kollock  moved,  as  an  amendment,  that  copies  of  the  same 
be  distributed  as  far  as  practicable.     Seconded  and  carried. 

12.  "Injuries  to  the  Pelvic  Floor,  and  the  Method  of  Repair- 
ing the  Same,"  by  Dr.  Thomas  Addis  Emmet,  of  New  York. 

Discussed  by  Drs.  Price,  Marcy,  and  Kelly. 

13.  "The  Growth  of  Fibroid  Tumors  after  the  Menopause," 
by  Dr.  Joseph  Taber  Johnson,  of  Washington,  D.  C. 

Discussed  by  Drs.  Stone,  Engelmann,  and  Price. 

14.  "  The  Surgical  Treatment  of  Anterior  Displacements  of 
the  Uterus,"  by  Dr.  C.  A.  L.  Reed,  of  Cincinnati,  Ohio. 

15.  "  The  Part  the  Shoulders  Play  in  Producing  Laceration 
of  the  Perineum,  with  Suggestions  for  its  Prevention,"  by  Dr. 
W.  D.  Haggard,  of  Nashville,  Tenn. 

Discussed  by  Drs.  Brown,  Marcy,  Nash,  Baxter,  W.  E.  B. 
Davis,  and  closed  by  the  essayist. 

On  motion,  the  Association  adjourned  until  0.30  Thursday 
morning. 

Third  Day—  Thursday,  November  12,  1891. 

Morning  Session. — The  Association  was  called  to  order  at  9.30 
by  the  First  Vice-President,  Dr.  J.  McF.  Gaston. 

16.  "Abdominal  Section  in  a  Case  of  Cyst  of  the  Mesentery," 
by  Dr.  James  A.  Goggans,  of  Alexander  City,  Ala. 

Discussed  by  Drs.  Morris  (of  New  York),  W.  E.  B.  Davis,  and 
closed  by  the  essayist. 

17.  "Thinness  of  the  Uterine  Walls  Simulating  Extra-uterine 
Pregnancy,"  by  Dr.  George  J.  Engelmann,  of  St.  Louis,  Mo. 

Discussed  by  Drs.  McMurtry,  J.  F.  W.  Ross,  Gaston,  and 
closed  by  the  essayist. 
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18.  "The  Removal  of  Necrotic  and  Carious  Bone  with  Hydro- 
chloric Acid  and  Pepsin,"  by  Robert  T.  Mori';-.     .    \  -w  York. 

Discussed  by  Drs.  Brown,  Marcy,  Joho  D.  8.  Davis,  Goggans, 

and  closed  by  the  essayist. 

19.  "The  Present  Aspect  of  Cerebral  Surgery,"  by  Dr.  Lan- 
don  Carter  Gray,  of  New  York. 

Discussed  by  Drs.  Westmoreland,  Barringer,  Hunter  H. 
McGuire,  Morris,  and  closed  by  the  essaj 

20.  "Some  of  the  Complications  of  Psoas  Abscess,"  by  Dr.  J. 
McFadden  Gaston,  of  Atlanta,  Ga. 

Discussed  by  Dr.  Westmoreland. 

The  President  appointed  as  an  Auditing  Committee,  Drs. 
Potter,  Westmoreland,  and  J.  T.  Wilson. 

On  motion,  the  Association  adjourned  until  2.30  P.M. 

Afternoon  Session. 

The  Association  re-convened  at  2.30  p.m.,  and  was  called  to 
order  by  the  First  Vice-President. 

The  Council  made  the  following  report : 

The  Council,  having  considered  the  resolution  introduce!  ar 
the  last  session  to  limit  the  membership  to  one  hundred,  recom- 
mend that  the  resolution  be  changed  so  as  to  extend  the  mem- 
bership to  one  hundred  and  fifty. 

On  motion,  the  recommendation  was  adopted,  and  the  follow- 
ing ordered  added  to  Article  IV. :  "  The  members  shall  not 
exceed  one  hundred  and  fifty  in  number." 

The  Council  also  recommended  the  following  changes  in  the 
Constitution,  which  had  been  introduced  at  the  last  m 

Article  II.  Read  :  M  The  object  of  this  Association  is  to  further 
the  study  and  practice  of  Surgery  and  Gynecology  anions  the 
profession  of  the  Southern  States." 

That  the  word  "  C  mncil  "  be  substituted  for  "Judicial  ( 
cil "  wherever  found. 

Article  VI.     Second  line:  omit  the  words,  "  when  present." 

Article  IX.  To  be  added  :  "Any  member,  who  for  three  C  >n- 
secutive  years  fails  to  attend  the  meetings, shall  be  dropped  from 
the  roll  of  membership." 
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The  Council  further  moved  that  in  Article  XIV.  of  the 
By-lam  the  word  "suspended"  he  changed  to  the  word 
"  dropped." 

On  motion,  the  report  of  the  Council  was  adopted. 

The  Council  made  its  report  on  the  names  presented  for  mem- 
bership, and  the  following  were  recommended  by  the  Council, 
and  elected  members  of  the  Association  : 


Cartledge,  Abiah  Morgan 
Coe,  H.  C. 
Cullen,  J.  8.  D. 
Dabney,  William  C.  . 
Dean,  G.  \l. 
Dugan,  William  C.     . 
Edwards,  Landon  B. 
Evans,  James     . 
Holmes,  J.  B.  S. 
McGuire,  William  E. 
Marcy,  Henry  Orlando 
Martin,  R.  W.    . 
Murfree,  J.  D.    . 
Nelson,  H.  T.     . 
Koss,  George 
Tiffany,  Louis  McLane 
Trippe,  Richard  Jefferson 
Vance,  Ap  Morgan     . 
Walker,  Edwin 
Wheat,  Louis 
Wyeth,  John  Allan    . 


Louisville,  Ky. 
New  York,  N.  Y. 
Richmond,  Va. 
University  of  Va.,Va. 
Spartanburg,  8.  C. 
Louisville,  Ky. 
Richmond,  Va. 
Florence,  S.  C. 
Rome,  Ga. 
Richmond,  Va. 
Boston,  Mass. 
Chatham,  Va. 
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Dr.  H.  O.  Marcy  addressed  the  Association  on  "Animal 
Tendons  as  Suturing  Material,  with  Demonstrations  on  the 
<  possum." 

On  motion,  a  vote  of  thanks  was  tendered  to  Dr.  Marcy  for  his 
remarks. 

21.  "Venomous  Serpents  of  the  United  States,  and  the  Treat- 
ment of  Wounds  Inflicted  by  Them,"  by  Dr.  Raul  B.  Barringer, 
of  Richmond,  Va. 

±1.  " Imperforation  of  the  Rectum,"  by  Dr.  George  B.  John- 
ston, of  Richmond,  Va. 
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Discussed  by  Dr.  Ma  rev. 

23.  "A  Case  of  Induced  Abortion  for  the  Relief  of  Nausea 
and  Vomiting,  with  Remarks,"  by  Dr.  Christopher  Tompkins, 
of  Richmond,  Va. 

The  Auditing  Committee  reported  having  examined  the  ac- 
counts of  the  Secretary,  aud  found  them  correct ;  and  also  the 
accounts  and  vouchers  of  the  Treasurer,  and  found  them  cor- 
rect. 

The  election  of  officers  was  then  proceeded  with,  the  result 
being  as  follows : 

President. — Dr.  J.  McFadden  Gaston,  of  Atlanta,  Ga. 

Vice-Presidents. — Drs.  C.  Kollock,  of  Cheraw,  S.  C,  and 
George  B.  Johnston,  of  Richmond,  Va. 

Judicial  Council.— To  fill  vacancy  :  Dr.  Hunter  McGuire,  of 
Richmond,  Va. 

Place  of  Meeting. — Louisville,  Ky.,  second  Tuesday  in  Novem- 
ber, 1892. 

Chairman  of  Committee  of  Arrangements. — Dr.  L.  S.  McMur- 

try. 

Dr.  McMurtry,  in  vacating  the  chair  as  President,  said  : 

Gentlemen  :  We  are  at  the  close  of  a  very  successful  meet- 
ing. I  have  great  pleasure  in  placing  the  trust  that  you  have 
reposed  in  my  hands  into  the  hands  of  one  in  which  it  will  be 
very  safe,  and  whom  I  now  have  the  honor  and  unalloyed  pleas- 
ure to  introduce  to  you — Dr.  J.  McFadden  Gaston,  your  Presi- 
dent-elect. 

Dr.  Gaston  spoke  as  follows : 

Fellow-members  of  the  Southern  Surgical  and  Gyne- 
cological Association  : 

I  highly  appreciate  your  choice.  I  appreciate  it  in  view  of 
the  fact  that  this  Association  has  assumed  a  prominence  and 
importance  in  the  land  which  is  very  rare  for  any  medical  or- 
ganization with  the  short  period  of  its  existence.  I  think  it  is 
in  the  foreground  of  any  of  the  medical  organizations  of  the 
country.  The  record  of  these  three  days'  work  will  go  out  to 
the  world,  and  satisfy  the  profession  throughout  the  length  and 
'  ireadth  of  the  land  that  the  Southern  Surgieal  and  Gynecol 
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Association  is  doing  a  most  important  scientific  work.  But  not 
only  this,  gentlemen  ;  you  are  holding  the  standard  for  progress 
in  the  future,  and  I  think  all  the  arrangements  which  are  being 
made  in  connection  with  your  future  plans  look  to  the  advance- 
ment of  surgical  and  i  work.  I  thank  you  most 
cordially  for  the  high  honor  you  have  conferred  upon  me. 

The  following  papers  were  read  by  title: 

1.  "The  Neuroses  of  the  Genito-urinary  System  in  the  Male," 
by  Dr.  G.  Frank  Lydston,  of  Chicago,  111. 

2.  "  The  Principle  of  Drainage  as  Applied  to  the  Surgery  of 
the  Deep  Urethra,"  by  Dr.  F.  W.  McRae,  of  Atlanta,  Ga. 

3.  "The  Proper  Method  of  Performing  Circumcision,"  by  Dr. 
W.  Frank  Glenn,  of  Nashville,  Teun. 

4.  "  Drainage  in  Endometritis  and  Salpingitis,"  by  Dr.  W. 
M.  Poik,  of  New  York,  N.  Y. 

5.  "A  Case  of  Pelvic  Abscess,"  by  Dr.  John  Brownrigg,  of 
Columbus,  Miss. 

6.  "A  New  Method  of  Diagnosis  in  Disease  of  the  Sigmoid 
Flexure,"  by  Dr.  Joseph  M.  Mathews,  of  Louisville,  Ky. 

7.  "Peritonitis  from  a  Surgical  Standpoint,"  by  Dr.  A.  V.  L. 
Brokaw,  of  St.  Louis,  Mo. 

8.  "Cataphoric  Treatment  of  Uterine  Fibroids  by  Iodide  and 
other  Agents,"  by  Dr.  Hunter  McGuire,  of  Richmond,  Va. 

9.  "Clinical  Importance  of  Skin  Dimpling  in  Carcinoma  of 
the  Female  Mamma,"  by  Dr.  L.  McLane  Tiffany,  of  Baltimore, 
Md. 

10.  "  Early  Diagnosis  of  Carcinoma  by  the  Microscope,"  by 
Dr.  II.  Berlin,  of  Chattanooga,  Tenn. 

11.  "Tracheotomy  for  Foreign  Bodies,  with  Cases,"  by  Dr. 
W.  O.  Roberts,  of  Louisville,  Ky. 

12.  "  Cholecystotomy  ;  Report  of  Case  ;  Fifty-two  Gall->- 
and  Ten  Ounces  of  Pus  Removed;   Recovery,"  by  Dr.  W.  B. 
Rogers,  of  Memphis,  Tenn. 

1.').  "Treatment  of  Gall-stones,  with  Report  of  Cases,"  by  Dr, 
W.  E.  B.  Davis,  of  Birmingham,  Ala. 

14.  "  Nephrectomy,  with  Report  of  Cases,"  by  Dr.  Edwin 
Ricketts,  of  Cincinnati,  Ohio. 

15.  "  The  Treatment  of  Injuries  of  the  Skull,"  by  Dr.  W.  H. 
Hudson,  of  Lai  Ala. 
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16.  "The   Female  Urethra,"  by   Dr.  K.  P.  Moore,  Macon, 
Ga. 

17.  "BlenorrhcBa   in  Women,"  by   Dr.  J.  T.  Jelks,  of  Bot 

Springs,  Ark. 

18.  "Hemorrhage  versa*  Shock," by  Dr.  W.  L.  Robinson,  of 

Danville,  Va. 

19.  "Senile  Gangrene,"  by  Dr.   Frank  Prince,  of  Bessemer, 
Ala. 

Dr.  Engelmann  offered  the  following  resolution  : 
Resolved,  That  the  Southern  Surgical  and  Gynecological 
ciation  gives  expression  to  its  high  appreciation  of  the  co 
reception  and  the  generous  hospitality  extended  to  its  Fellows 
by  the  citizens  and  our  brethren  of  the  medical  profession  of 
Richmond;  that  the  thanks  of  the  Association  be  tendered   the 
local  members  for  the  reception  given  to  the  visiting  Fellows  at 
the  hall  of  the  Westmoreland  Club;  to  our  late  President,  Dr. 
Hunter  McGuire,  and  to  our  honored  Fellow,  Dr.  George 
for   the   hospitable   manner   in   which   they   have   opened   their 
homes  to  us,  and  to  the  medical  profession  of  the  city  of 
inond  for  the  banquet  tendered  to  the  Association  on  the  eve  of 
adjournment,  as  well  as  to  the  daily  press  for  the  reports  of  our 
proceedings. 

The  resolution  was  unanimously  carried. 

The  Association,  on  motion,  then  adjourned,  to  meet  in  Louis- 
ville, Kentucky,  second  Tuesday  in  November,  189^. 

W.  E.  B.  DAVIS,  M.D., 

Secretary. 


THE  PRESIDENT'S  ANNUAL  ADDRESS. 


A  PLEA  FOR  PROGRESSIVE  SURGERY. 


By  Lewis  B.  MoMtrtry,  M.D. 
Louisville,  Ky. 


My  first  duty  upon  this  occasion  is  to  express  my  grateful 
appreciation  of  the  honor  conferred  by  the  Fellows  of  this 
Association  in  calling  me  to  this  responsible  place.  Following 
in  the  footsteps  of  my  distinguished  predecessors,  I  feel  keenly 
my  own  un worthiness  for  this  eminent  position.  My  earnest 
desire  to  promote4  the  interests  of  this  Association  and  to  for- 
ward the  two  great  branches  of  our  art  fostered  by  this  organ- 
ization constitutes  whatever  claim  I  might  lay  to  your  generous 
consideraation. 

The  fourth  annual  meeting  of  our  Association  confirms  the 
wisdom  of  its  founders  as  to  the  necessity  for  such  an  organ- 
ization. At  our  second  annual  meeting  our  distinguished 
Fellow,  Dr.  Hunter  McGuire,  then  our  President,  depicted 
in  eloquent  words  the  peculiar  conditions  and  inlluen- 
our  Southern  civilization.  Our  gifted  colleague  described  the 
pursuits  and  characteristics  of  our  people,  the  condition-  sur- 
rounding the  labors  of  our  professional  brethren,  and  the 
peculiar  necessities  for  local  and  special  medical  societies. 
After   pointing  OUl  the  influence  of  State  and  county  societies 

in  advancing  the  standard  of  the  profession,  he  declared  that 
there  was  a  special  need  for  fostering  this  organization.  The 
three  volumes  of  Transactions  given  to  the  professional  public, 

{org  i 
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and  this  assembly  of  eminent  and  active  practitioners  of  sur- 
gery and  gynecology,  attest  the  truth  of  those  utterances. 

Within  fifteen  years  the  entire  practice  of  surgery  has 
been  revolutionized.  New  methods  have  been  introduced 
and  new  regions  invaded;  comparatively  recent  teachings 
have  become  obsolete  in  practice,  and  modern  treatises  recast. 
The  science  and  art  of  gynecology,  which  a  few  years  since 
was  limited  to  a  small  and  narrow  field,  has  grown  into  a 
great  branch  of  medical  science  and  practice.  Formerly 
divided  between  midwifery  and  surgery,  as  a  minor  branch 
of  one  or  both,  gynecology  has  become  an  independent  and 
essential  department  of  the  healing  art.  To  promote  the 
study  of  these  two  great  and  growing  branches  of  medical 
science;  to  quicken  research,  and  diffuse  knowledge  among 
the  profession  in  the  Southern  States,  is  the  special  mission 
of  this  Association.  Assembled  in  this  historic  capital  of  the 
Old  Dominion,  so  intimately  associated  with  the  grand  old 
colonial  times,  and  with  the  later  severe  ordeals  of  our  inter- 
necine troubles,  we  have  reason  for  congratulation  upon  the 
success  which  has  crowned  our  efforts  to  establish  the  first 
and  only  special  society  in  the  South. 

It  is  not  my  purpose  to  attempt  to  recount  the  advances 
and  triumphs  of  general*  surgery  or  gynecic  surgery  in  recent 
years.  It  has  fallen  to  our  lot  to  witness  the  realization  of 
the  hopes  of  our  predecessors  who  have  toiled  in  these  fields 
in  years  agone,  and  to  see,  in  many  instances,  the  perfection* 
of  methods  hitherto  incomplete  and  inefficient.  The  highest 
attained  science  is  established  truth  ;  the  greatest  perfection  in 
art  is  efficient  simplicity.  Both  are  reached  only  through  a 
long  process  of  evolution,  wherein  the  essential  truth  is  often 
overlooked  and  the  pioneer  work  frequently  overdone.  Neither 
is  it  my  purpose  to  recite  the  influence  of  the  optimist  aud  the 
pessimist  so  often  found  in  the  ranks  of  our  profession ;  those 
who  have,  as  it  were,  discovered  a  panacea  in  some  new  method 
or  remedy,  and  those  who  decry  all  advancement  and  find 
inefficiency  aud  imperfection  in  everything.  I  desire  to  direct 
your  attention  to  an  abuse  of  terms,  as  it  appears  to  me,  by 
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which  great  improvements  in  our  work  arc  obstructed,  and 
injustice  done  both  to  surgery  and  surgeons.     I  wish  to  make 

a  plea  for  progressive  surgery. 

Webster  defines  the  word  conservative  as  follows:  "  Having 
power  to  preserve  in  a  safe  or  entire  state,  or  from  loss,  waste, 
or  injury."  All  will  concede  at  once  that  in  time  of  peril  to 
health  or  life  this  word  embodies  the  purpose  uppermost  in 
the  surgeon's  endeavors,  and  the  object  of  all  his  labors.  This 
term  is  a  conspicuous  one  in  surgery,  and  has  been  used  to 
designate  and  classify  certain  surgical  procedures,  known  as 
"conservative  surgery."  But  of  late  this  term  has  been  made 
to  have  a  very  wide  and  altogether  arbitrary  significance,  and 
is  often  used  in  antithesis  to  progressive  surgery.  Indeed,  it 
has  come  to  be  used  by  certain  surgical  writers  and  speakers 
as  synonomous  with  the  word  "expectant,"  to  mark  methods 
wherein  Nature  is  left  unaided  in  her  efforts  to  resist  disease  and 
injury.  The  word  is  very  winning  to  the  popular  professional 
mind,  as  well  as  to  the  laity,  and  in  its  .perverted  sense  is  mis- 
leading and  deceptive.  We  should  enter  a  protest  against  the 
perversion  of  the  word  "  conservatism  "  when  that  word  is 
used  to  oppose  and  retard  progress  in  surgery,  the  supreme 
purpose  and  object  of  which  is  "  to  preserve  iu  a  safe  or  entire 
state,  or  from  loss,  waste,  or  injury." 

A  few  years  ago  it  was  the  established  usage  of  surgeons  to 
defer  operations  in  cases  of  ovarian  cystoma  until  the  patient's 
general  health  was  impaired  and  she  was  reduced  to  emaciation. 
This  was  pronounced  conservative.  When,  under  the  leader- 
ship of  Bantock,  it  was  urged  that  the  time  for  ovariotomy 
was  as  soon  as  the  tumor  was  discovered,  before  complications 
arose  and  before  the  health  was  impaired,  it  was  regarded  as 
an  expression  of  "  the  modern  craze  for  operative  interference." 
With  the  mortality  of  the  two  courses  before  us,  which,  I 
would  ask,  is  conservative? 

There  are  certain  abnormal  conditions  of  various  organs 
and   Structures  in  which   the    individual   can   only  be    rescued 

IVom  impending  death  by  prompt  surgical  aid.     Such,  for 

example,    is   a    ruptured    tubal    pregnancy.      Here  delay    and 
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opium  and  palliatives  have  been  advocated  under  the  mis- 
leading plea  of  conservatism.  Is  it  not  the  part  of  conserva- 
tive Burgery  to  tie  the  bleeding  vessels  and  remove  the  disin- 
tegrated embryonic  structures?  In  other  conditions,  wherein 
safety  lies  only  in  surgical  interference,  it  is  claimed  that 
surgical  aid  should  he  evoked  only  after  prolonged  treatment 
by  palliative  measures,  when  the  medical  attendant  has  been 
convinced  that  he  is  leading  a  forlorn  hope,  and  that  relief 
will  come,  provided  it  comes  at  all,  from  operative  treatment. 
This  course,  whereby  operations  are  performed  upon  dying 
patients,  is  erroneously  called  conservatism. 

One  of  the  great  advances  of  modern  times  is  in  the  knowl- 
edge we  have  acquired  of  the  inflammatory  diseases  of  the 
uterine  appendages.  More  than  a  quarter  of  a  century  ago  two 
able  French  surgeons  discovered  and  described  these  lesions 
and  their  deadly  effects  ;  but  the  profession  did  not  heed  them. 
When  modern  surgery  opened  the  peritoneum  to  frequent 
exploration  the  truth  and  importance  of  the  researches  of 
Bernutz  and  Goupil  were  realized  and  accepted. 

A  large  proportion  of  the  Fellows  of  this  Association  de- 
vote themselves  exclusively  to  gynecology  and  pelvic  surgery. 
These  gentlemen  are  constantly  removing  suppurating  masses 
(pyosalpinx  and  ovarian  abscess)  from  the  pelvis.  All  of  us 
have  seen  women  dragging  out  a  miserable  existence  with 
chronic  inflammatory  disease* of  the  uterine  appendages  and 
associated  recurrent  attacks  of  peritonitis.  We  have  also  seen 
these  women  restored  to  health  and  activity  alter  years  of  in- 
validism by  removal  of  the  diseased  and  disintegrated  struc- 
tures. Moreover,  wre  all  know  that  throughout  this  broad 
land  every  year  women  perish  of  this  condition  of  dia 
for  want  of  operative  treatment,  and  that  no  other  treat- 
ment known  will  cure  this  class  of  patient-.  Y  t,  under 
a  plea  of  conservatism,  this  great  advance  in  pelvic  surgery, 
this  brilliant  improvement  in  our  resources  for  saving  life 
and  restoring  health,  is  denounced  from  the  rostrum  and 
ridiculed  in  the  medical  press.  That  some  rash  enthusiasts  or 
some  injudicious  operators  should  misapply  an  operation  of 
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great  worth  is  not  new.     The  same  baa  obtained  with  other 

great  improvements  in  both  general  and  surgical  therapeutics. 
Surely  it  does  not  justify  inveighing  against  the  operative 
treatment  of  such  a  grave  form  of  disease  without  discrimina- 
tion. To  allude  flippantly  to  the  •'castration  of  women,"  to 
11  removal  of  the  ovarii-,"  "spaying,"  etc,  is,  t<»  convey  an 
idea  of  a  -Teat  advance  in  pelvic  surgery  by  which  hundreds 
and  thousands  of  lives  are  saved,  as  erroneous  as  it  is  unjust. 
I  wish  to  record  here  that  no  gynecologist,  so  far  as  I  am 
aware,  advocates  or  approves  the  removal  of  ovaries  and  tubes 
except  for  lesions  which  destroy  the  health  and  usefuln< 
the  individual,  impair  and  destroy  the  functions,  and  which 
are  incurable  by  non-operative  treatment.  To  counsel  delay 
and  palliative  methods  in  the  treatm-nt  of  a  sac  of  pus  within 
the  peritoneum,  enclosed  in  friable  walls  growing  thinner  each 
day,  is  as  far  from  a  conservative  method  of  treatment,  in  tin1 
t  acceptation  of  that  term,  as  one  can  conceive.  To  open, 
evacuate,  remove  disintegrated  structures,  and  drain,  i-  the 
application  of  sound  surgical  principles,  "  having  power  to 
preserve  in   a   safe   or   entire   state,   or   from    I  3te,   or 

injury,"  according  to  Webster's  definition  of  conservatism. 

I  would  not  be  understood  for  one  moment  to  declare  that 
operations  for  removal  of  the  uterine  appendages  have  not 
been  done  unnecessarily.  On  the  contrary,  this  operation, 
like  many  others,  has  been  abused  in  many  quarters.  Eager 
desire  for  the  eclat  of  a  successful  laparotomy  has  led  many, 
who  have  never  seen  or  recognized  by  touch  a  pus  tube,  to 
remove  the  appendages.     This  has  ofttimes   thrown 

discredit  upon  pelvic  surgery.  But  we  must  protest  against 
the  wholesale  condemnation  of  a  great  life-saving  procedure 
and  a  large  and  respectable  body  of  earnest  practitioners  on 
account  of  the  recklessness  of  others.  Those  who  arc  most 
prominently  identified  with  this  work,  and  who  observe  the 
utmost  circumspection  in  t'  ion  of  oases,  are  made  the 

target  of  criticism. 

The  operations  upon  the  uterine  appendages  are  the 
difficult  in  the  entire  field  of  pelvi  ry.      End 
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the  tissues  have  been  subjected  to  long-standing  inflammation  ; 
when  the  pelvic  organs  are  matted  together  by  organized  exu- 
date, and  degenerative  changes  arc  advanced  in  ovary  and 
tube,  no  operation  in  surgery  more  severely  taxes  the  re- 
sources and  endurance  of  the  operator.  Normal  landmarks 
ar    destroyed,  intestines  are  readily  torn,  and  large  b 

s  are  opened  ;  all  requiring  prompt  and  decisive  action 
on  the  part  of  the  operator  while  the  parts  lie  fixed  deep  in 
the  pelvis. 

It  seems  incomprehensible  that  one  who  has  performed  such 
an  operation  for  such  a  serious  condition  of  disease,  or  who 

-  -  .11  it  performed,  could  characterize  the  procedure  by  the 
expression,  "  removal  of  the  ovaries."  Hence  we  must  con- 
that  many  who  criticise  in  wholesale  terms  operations 
upon  the  uterine  appendages  are  unfamiliar  with  the  lesions 
which  obtain  in  those  structures,  and  in  consequence  of  which 
operations  should  be  performed.  It  is  to  be  regretted,  too, 
that  many  who  operate  upon  the  pelvic  organs  have  not  [ 
more  attention  to  the  pathological  conditions  to  which  the 
uterus  and  its  appendages  are  exposed  before  resorting  to 
operative  treatment.  It  is  a  want  of  appreciation  of  the  char- 
acter and  variety  of  lesions  to  which  these  organs  are  subject, 
an  mi  familiarity  with  the  indications  for  operative  inter- 
ference, which  have  led  to  abuse  of  the  operation  and  sweeping 
criticism  of  most  valuable  improvements  in  pelvic  surgery. 

Fortunately  for  s< dence  and  humanity,  no  amount  of  mis- 
representation and  unjust  criticism  can  permanently  obscure 
the  truth  or  obstruct  the  progress  of  science.  Every 
improvement  in  surgery  must  pass  through  the  fierce  ordeal 
of  criticism  before  emerging  into  the  fixed  position  of  estab- 
lished acceptance.  It  lias  been  our  lot  to  see,  during  the  past 
decade,  the  greatest  achievements  of  modern  times  in  surgery 
firmly  established  despite  the  fierce  criticism  and  misrepre- 
sentation of  men  and  methods.  The  progress  of  surgery,  like 
that  of  all  sciences,  is  an  earnest  and  persistent  search  for 
truth. 

When  Marion  Sims  announced  through  the  columns  of  the 
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British  Medical  Journal  that  he  believed  tin-  proper  com 
treatment  in  every  case  of  gunshot  wound  of  the  abdomen  is 
to  open  the  abdomen,  search  for  the  bleeding  points  and  Becure 
them,  and  suture  intestinal  perforations,  he  was  pronounced 
by  many  prominent  surgeons  to  be  a  dreamer.  The  Bti 
tion  of  Sims  was  most  timely,  and  shortly  afterward  Hull  suc- 
cessively executed  the  operation.  For  years  the  treatment  of 
opium  in  full  doses  had  been  pursued  with  death  in  waiting. 
Now  there  is  scarcely  a  State  in  the  Union  where  one  or  more 
patients  have  not  been  rescued  from  certain  death  by  prompt 
resort  to  operative  treatment.  I  mention  these  circumstances 
to  illustrate  and  emphasize  the  point  which  I  wish  especially 
to  bring  before  your  attention,  viz.  :  that  surgery  is  advanced 
more  by  the  aggressiveness  of  the  surgeon  than  by  timidity. 
In  the  face  of  desperate  conditions  of  disease  and  injury,  where 
there  can  be  no  safety  whatever  in  delay  and  palliation,  the 
only  treatment  worthy  of  consideration  is  the  aggressive  course 
which  promises  success.  Under  such  conditions  the  most 
heroic  surgery  is  conservative,  and  any  other  course  is  not 
eonserative. 

One  of  the  most  convincing  arguments  as  to  the  efficacy  of 
Burgery  is  that  surgeons  believe  in  it.  That  they  do  so  be- 
lieve is  attested  by  the  promptness  with  which  it  is  invoked 
in  behalf  of  their  own  lives  and  that  of  members  of  their  own 
families.  Those  members  of  our  profession  who  are  not 
familiar  with  operative  work,  or  who  do  surgery  as  a  last 
resort,  or  under  protest,  are  disposed  to  oppose  surgical  treat- 
ment. They  look  upon  surgery  as  dangerous,  only  to  ; 
sorted  to  as  a  last  desperate  chance.  And  they  are  right  to 
this  extent  only  :  It  is  dangerous  when  utilized  as  a  last  r 
not  otherwise.  When  the  whole  profession  realizes  that  sur- 
gery is  at  all  times  conservative,  when  major  operations  are 
performed  by  those  who  believe  in  surgery,  and  have,  by 
apprenticeship,  acquired  surgical  skill,  then  will  the  pn 
of  this  great  science  and  art  be  unobstructed  by  misunder- 
standing and  misrepresentation. 


ALBUMINURIA: 
Its  Relation-  to  Surgical  Operations. 


By  J.  W.  Loho,  M.D, 

Iiandlanan,  X.  C. 


By  albuminuria  is  meant  an  expression  on  the  part  of  the 
kidneys  that  something  is  wrong ;  that  the  great  excretory 
organs  are  more  or  less  damaged,  and  not  doing  their  whole 
duty.  I  am  well  aware  that  this  "  free  translation  "  is  open 
to  criticism ;  that  the  mere  presence  or  absence  of  albumin 
in  the  urine  is  not  always  a  crucial  test  by  which  we  may 
estimate  the  condition  of  the  kidneys  ;  but,  taken  in  connec- 
tion with  the  physical  properties  of  the  urine,  it  is  a  symptom 
of  far-reaching  significance.  It  is  also  desirable  to  know  how 
much  urea  is  being  excreted,  and  whether  or  not  casts  are 
present,  but  this  is  not  always  practicable,  and  we  are  often 
forced  to  rely  on  the  albumin  tests  and  the  physical  properties 
of  the  urine. 

We  will  discuss  the  relations  of  albuminuria  to  surgical 
operations  under  the  following  heads  : 

I.  Does  an  operation  ever  induce  albuminuria  in  healthy 
kidneys — 

a.  Through  the  influence  of  the  anaesthetic  employed  ? 

b.  By  the  operation, 

II.  Does  albuminuria  increase  the  dangers  of — 
a.  The  anaesthesia? 

6.  The  operation,  per  se  f 

III.  Does  an  operation  ever  relieve  albuminuria — 

a.  By  overcoming  the  condition  for  which  the  operation 
was  done. 
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As  most  operations  arc  done  under  anaesthesia,  the  question 
before  ns  cannot  be  intelligently  studied  without  considering 
the  influence  of  anaesthetics \  however,  there  will  be  no  at- 
tempt to  discuss  anaesthetics  except  as  they  effect  the  kidneys. 
Let  us  first  notice  the  effects  of  ether  on — 

1.  Healthy  kidneys. 

2.  Diseased  kidneys. 

1.  There  have  been  a  number  of  experiments  and  observa- 
tions made  to  determine  the  effects  of  ether  on  the  kidneys. 
One  of  the  latest  papers  bearing  on  this  point  is  that  of  Dr. 
Robert  F.  Weir  (New  York  Medical  Journal,  March  1, 1890). 
After  reviewing  the  literature  tending-  to  show  that  ether  in- 
juriously affects  the  kidneys  lie  notices  the  elaborate  paper  of 
Dr.  lleuter,  of  Berne  ("Klinische  und  experimentelle  Beo- 
bachtungen  iiber  die  Aethernarkose,  1888),  in  which  paper 
are  reported  150  clinical  and  18  experimental  observations 
on  ether  narcosis.  Dr.  Renter  speaks  of  the  so-called 
"American  warning" — the  danger  to  the  kidneys.  Six  dogs, 
whose  urine  was  free  from  albumin,  were  etherized  for  an 
hour  and  a  half  to  three  hours;  in  none  of  them  was  the 
slightest  trace  of  albumin  developed,  although  in  four  the 
ether  was  purposely  pushed  until  death  ensued.  Renter  con- 
cludes from  his  150  cases  and  13  experiments:  "  That  ether 
has  no  perceptible  effect  upon  the  healthy  kidneys  of  animals, 
that,  moreover,  are  more  susceptible  than  mankind  to  its  in- 
fluent 

Weir  cites  35  cases  occurring  under  his  own  observation — 
1  case  (of  etherization)  lasting  nearly  an  hour  without  opera- 
tion, and  34  cases  for  various  operations  other  than  in  the 
abdominal  or  genito-urinary  regions;  these  regions  are  ex- 
cluded because  an  i  Deration  in  these  parts  is  liable  to  cause 
albuminuria  irrespective  of  the  anaesthetic,  as  we  will  notice 
presently.     T.  .-re  free  from  albumin  before  ether- 

ization, while  only  9  showed  a  transitory  trace  afterward, "26 
nting  no  change,  either  eh.  mically  or  mict  lly. 

Dr.  II.  B.  Millard,  in  a  personal   communication,  Bays   he 
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does  not  think  an  anaesthetic  can  produce  albuminuria  in  per- 
fectly healthy  kidneys. 

2.  There  is  an  opinion  prevalent  among  surgeons  that  while 
the  safety  of  ether  is  admitted  when  the  kidneys  are  healthy, 
yet  if  there  is  reason  to  suspect  nephritis,  ether  is  strongly 
contraindicated.  Dr.  Gerster  voiced  this  sentiment  in  a  paper 
read  before  the  New  York  Academy  of  Medicine  in  1887  ; 
but  there  has  been  considerable  reaction  since  then,  and  I 
understand  that  even  in  Dr.  Gerster's  hospital  (the  German 
Hospital,  New  York)  ether  has  superseded  chloroform. 

Reuter  gives  4  cases,  the  subjects  of  albuminuria  when 
etherized  :  1  for  diagnosis,  1  for  exsection  of  the  hip ;  1,  a  five- 
months'  old  baby,  with  abundant  albuminuria  from  previous 
scarlatina  ;  1,  the  subject  of  tuberculosis,  etherized  three  times, 
and  whose  kidneys  showed  at  the  post-mortem  at  a  much  later 
period  tubercular  deposits  and  amyloid  changes.  In  none  of 
these  cases  was  there  an  increase  of  the  albumin,  and  in  the 
case  of  the  child  there  was  an  actual  disappearance  on  the  day 
of  the  operation,  and  for  three  days  thereafter.  Feuter  states 
that  he  has  never  observed  any  increase  of  albumin  or  other 
symptom  which  would  lead  him  to  suspect  any  advance  in 
the  kidney  lesion,  either  during  or  immediately  after  an  ether- 
ization. He  therefore  concludes  that  "  ether  is  not  dangerous 
in  persons  whose  kidneys  are  only  slightly  diseased,"  and  that 
"subsequent  disturbances  of  the  circulation  in  the  kidney, 
when  met  with,  are  very  transitory,  and  rapidly  disappear." 

Weir  gives  5  cases  with  albumin  before  etherization,  3  of 
which  showed  no  increase  of  albumin  afterward,  while  in  2 
there  was  a  slight  increase,  but  no  unpleasant  symptoms 
developed. 

Much  more  extended  observations  must  be  made  before  this 
question  is  definitely  settled,  but  there  is  reason  to  believe  that 
the  dangers  of  ether  as  regards  the  kidneys  have  been  mag- 
nified. 

The  cases  given  in  the  well-known  papers  of  Dr.  Emmet 
in  1872,  Dr.  Turnbull  in  1880,  Dr.  Norris  in  1881,  Dr.  Car- 
penter  iu  1886,  and  Dr.  Millard  in  1887,  all  given  to  show 
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the  injurious  effects  of  ether  on  the  kidneys,  are,  most  of  them, 
open  to  the  objection  that  possibly  other  influences  than  the 
anaesthetic  might  account  for  the  renal  disturbances.     These 
influences  will  be  noticed  later. 
The  effects  of  chloroform  on — 

1.  Healthy  kidneys. 

2.  Diseased  kidneys. 

The  literature  on  this  point  is  singularly  scarce.  However, 
it  may  be  stated  in  general  terms  that  chloroform  is  understood 
to  have  little  effect  on  the  healthy  kidneys,  and  even  when  ad- 
vanced organic  (renal)  lesions  are  present,  chloroform  may  be 
used  with  comparative  safety,  certainly  with  less  risk  than 
ether.  But  of  late  there  seems  to  be  a  tendency  to  question 
the  safety  of  chloroform  as  regards  the  kidneys.  Wood 
(Therapeutics,  p.  821)  says  :  "  Chloroform  is  undoubtedly,  at 
Least  in  part,  eliminated  as  chloroform  with  the  breath,  also 
with  the  urine.  Rubini  found  it  in  the  urine  five  hours  after 
its  inhalation.  Albuminuria  has  been  noticed  in  animals  and 
man  after  chloroform  narcosis.'' 

A  Russian  physician  has  recently  observed  the  effects  of 
chloroform  on  the  kidneys  in  50  operative  cases.  All  the 
cases  were  free  from  albumin  before  operating,  while  19 
showed  this  symptom  after  operating. 

In  a  lecture  at  the  New  York  Polyclinic  two  years  ago 
the  writer  heard  Dr.  John  A.  Wyeth  discuss  the  relative 
merits  of  chloroform  and  ether,  on  which  occasion  he  cited 
many  cases  of  renal  complications  occurring  after  chloroform 
narcosis. 

I  have  lost  2  eases  after  using  chloroform — 1  from  acute 
nephritis  and  one  from  suppression  ;  but  as  in  one  an  opera- 
tion for  hemorrhoids  was  done,  and  nephrotomy  in  the  other, 
I  am  inclined  to  attribute  the  fatal  results  to  the  operations 
rather  than  the  anaesthetic,  for  special  reasons  as  we  shall  see 
presently. 

Dr.  Millard  (The  Medical  Record,  January  29,  lv>7>  s 
"Chloroform  as  regards  it^  effects  on  the  kidneys,  -   sms  safer 

than  ether.      However,  1  do  not  regard  the  use  of  chloroform 
in  chronic  nephritis  absolutely  unattended  with  dan 
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In  deference  to  the  prevailing  sentiment,  it  has  been  my 

custom  for  some  years  to  use  chloroform  when  I  had  reason 
to  believe  the  kidneys  were  diseased;  hut  I  must  confess  my 
experience  with  this  agent  and  the  study  incident  to  the 
preparation  of  this  paper  cause  me  to  doubt  very  seriously 
the  correctness  of  this  practice. 

We  now  come  to  the  proper  consideration  of  the  question  : 

Does  an  operation,  per  se,  ever  induce  albuminuria  in  the 
health  1/  kidneys? 

That  albuminuria  sometimes  follows  an  operation  cannot 
be  doubted.  In  approaching  an  operation  we  are  in  the 
habit  of  giving  due  weight  to  the  dangers  laid  down  in  the 
text-books  as  common  to  all  operations,  namely  :  shock, 
hemorrhage,  and  sepsis,  while  I  fear  we  are  prone  to  overlook 
the  dangers  that  might  arise  through  the  kidneys.  Every 
surgeon  can  recall  cases  which  reacted  well  from  the  operation, 
had  no  hemorrhage — in  a  word,  were  doing  all  right,  when 
perhaps  at  his  next  visit  his  attention  was  called  to  a  lessened 
flow  of  urine,  which,  ou  inspection  and  analysis,  proved  to  be 
turbid,  smoky,  of  high  specific  gravity,  and  more  or  less  albu- 
minous. Prompt  measures  may  relieve  this  condition,  but 
the  severer  cases  pass  from  bad  to  worse,  ending  fatally.  I 
have  learned  to  analyze  the  urine  both  before  and  after  an 
operation.  A  point  worth  remembering  here  is,  to  inquire 
whether  or  not  your  patient  sleeps  well  at  night,  or  if  his 
sleep  is  disturbed  by  dreams  or  delirium,  for  often  I  have 
found  tliis  condition  associated  with  retention  or  suppression; 
on  the  other  hand,  a  patient  may  be  very  quiet  and  apathetic 
in  the  presence  of  profound  renal  disturbance. 

Trouble  arising  from  the  kidneys  may  be  illustrated  by  a 
case  from  practice  : 

R.  P.  D.,  age  thirty-eight  years,  had  always  enjoyed  good 
health  except  for  last  few  years  had  suffered  from  hemorrhoids ; 
he  also  had  a  stricture,  which  gave  him  no  trouble  except  when 
the  hemorrhoids  were  troubling  him.  He  was  a  very  large  man 
weighing  about  two  hundred  and  twenty  pounds,  and  had  a  large 
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business  on  his  bands.  Six  months  before  operating,  I  examined 
him  for  life  insurance,  and  found  nothing  abnormal  about  his 
urine.  There  was  no  urinalysis  made  just  before  operating, 
as  I  felt  so  sure  his  kidneys  wore  doing  good  work.  Under 
chloroform  narcosis,  the  largest  tumor  which  was  mucocutane- 
ous, was  incised  around  the  base,  transfixed  with  a  double  silk 
ligature,  tied  in  halves,  and  trimmed  off  with  scissors.  This  was 
on  Monday;  on  Wednesday  it  became  necessary  to  use  the 
catheter,  and  at  regular  intervals  thereafter,  On  Saturday  he 
had  a  rigor ;  on  Sunday  a  much  harder  one,  followed  by  con- 
tinuous fever,  reaching  in  the  p.m.  102°  to  104°,  with  pain  in  the 
back,  scanty  flow  of  highly  albuminous  urine  (40  per  cent,  bulk;, 
and  death  on  Wednesday  night,  ten  days  after  the  operation. 
Both  Dr.  W.  A.  Woollen,  who  was  in  constant  attendance,  and 
Dr.  R.  L.  Payne,  Sr.,  the  consulting  physician,  attributed  his 
death  to  the  nephritis. 

Another  case  in  point  is  that  of 

J.  B.,age  fifty-one  years,  seen  by  courtesy  of  Dr.  J.  O.  Walker. 
He  had  been  sick  seven  weeks,  with  symptoms  referable  to  the  left 
lumbar  region  ;  he  was  passing  in  twenty-four  hours  eight  ounces 
of  urine,  loaded  with  urates,  which  showed  only  a  faint  trace  of  al- 
bumin ;  the  specific  gravity  was  1029,  and  the  nitric  acid  test  by 
the  contact  method  gave  the  characteristic  reaction  for  nitrate  of 
urea.  A  diagnosis  of  pyonephrosis  was  made  ;  and,  with  full  aseptic 
precautions,  nephrotomy  was  done  by  the  vertical  lumbar  incision* 
Pus  was  found  in  the  kidney  substance,  the  cavity  irrigated,  and 
drainage  established.  Chloroform  was  employed,  and  not 
than  three  drachms  were  used.  I  never  saw  a  patient  react  better  ; 
he  came  from  under  the  anaesthetic  perfectly  rational  ;  pulse  80, 
and  temperature  98°.  During  the  first  twenty-four  hours  only 
seven  ounces  of  urine  were  excreted  ;  this  was  drawn  by  catheter, 
and  found  to  contain  less  urates,  and  $0  per  cent,  of  albumin.  After 
this  time  only  one  ounce  of  bloody  urine  was  made,  tin-  patient 
dying  at  the  close  of  the  fourth  day  oi'  -  \  >u  of  urine. 

Albuminuria  as  the  result  of  an  operation  may  he   brought 
about  in  two  ways,  namely  : 
1.   By  r  9<  \  action. 
'_!.    By  »  pais. 
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1.  That  disturbance  of  function  and  oven  organic  Lesion  may 
be  produced  by  morbid  reflex  a  an  admitted  lint,  and 

often  observed.     A  case  showing  how  the  kidneys  may  be 

thus  affected  came  under  my  observation  about   four 

ago  by  courtesy  of  Dr.  Woollen  : 

H.,  age  seven  years,  complained  of  pain  and  soreness  in  ileo- 
cecal region,  had  some  fever,  and  was  confined  to  bed.  There 
was  complete  suppression  of  urine  for  three  days,  the  catheter  being 
repeatedly  used  without  getting  any  water.  Appendicitis  was 
diagnosed,  and  preparations  for  an  operation  made.  Some  delay 
occurring,  the  father,  without  our  knowledge,  gave  one  teaspoon- 
ful  of  Frey's  vermifuge,  which  contains  Jerusalem  oak  ;  the  next 
morning  the  boy  passed  per  bowel  a  ball  of  lumbricoid  worms, 
which  the  father  untangled  and  counted  to  contain  sixty  worms 
Within  twelve  hours  after  discharging  the  worms  the  boy 
passed  unaided  six  or  eight  quarts  of  urine.  He  speedily  con- 
valesced. 

Peyrani  (Flint's  Physiology  of  Man,  vol.  iii.,  u  Secretion/' 
p.  28,  et  seq.)  has  shown  that  the  sympathetic  nerve  has  a  re- 
markable influence  over  the  secretion  of  urine,  galvanization 
of  these  nerves  increasiug  the  amount  of  urine  and  urea,  while 
section  of  them  causes  both  urine  and  urea  to  sink  to  the 
minimum. 

Bernard  proved  long  ago  that  albuminuria  can  be  produced 
by  puncture  of  a  certain  spot  in  the  floor  of  the  fourth  ven- 
tricle. 

Edes  (Pepper's  System  of  Medicine,  vol.  iv.,  p.  40)  says: 
"  Lesion  of  the  cerebral  peduncles,  section,  destruction,  or  irri- 
tation of  the  spinal  cord,  and  irritation  of  the  renal  nerves  are 
also  causes  of  albuminuria." 

Millard  (New  York  Medical  Journal,  May  9,  1891,  p.  527) 
quotes  from  an  interesting  paper  presented  to  the  Paris  Acad- 
emy of  Sciences,  by  Drs.  Arthaud  and  Butte,  on  "  Neuropathic 
Albuminuria."  Thi>  type  of  albuminuria  is  characterized  by 
preexisting  and  coexisting  symptoms  in  the  viscera  enervated 
by  the  pneumogastric  nerve.     The  irritation  to  the  pneumo- 
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gastric  in  these  viscera  is  reflected  through  the  vasomotor  sys- 
tem to  the  kidneys,  causing  albuminuria  and  nephritis. 

It  seems  needless,  however,  to  cite  further  proof  that  albu- 
minuria can  be  induced  by  reflex  irritation,  but  I  wish  to  call 
attention  to  the   fact  that  this  condition   is  very  much    more 
likely  to  occur  after  operations   in   certain   parts  of  the  body 
than  in  others.     This  is  specially  true  of  the  abdominal  and 
genito-urinary  regions,  which  is  readily  explained  by  the  anat- 
omy and   physiology  of  the   sympathetic   nervous  system   in 
these  parts.     The  solar  plexus,  or  "  little  brain,"  presides  over 
the  abdominal   and   pelvic  viscera,  the  connection  with   the 
kidneys  being  very  close  through  the  medium  of  the  renal 
plexus,  which  is  formed  by  filaments  from  the  solar  and  aortic 
plexus,  semilunar  ganglia,  and  lesser  splanchnic  nerves.    From 
the  renal  plexus  fifteen  or  twenty  filaments,  with  numerous 
ganglia   developed   on   them,  pass   into  the  substance   of   the 
kidney  with  the  arteries  (dray's  Anatomy,  and   Flint's  Prac- 
tice, loc  cif.  vol.  iv.).     The  intimate  and  rich  supply  of  every 
part  of  the   parenchymatous   and   circulatory  system   of  the 
kidneys  is  ably  shown  in  a  paper  by  Dr.  Holbrook  on  "  The 
Termination  of  the  Nerves  of  the  Kidneys,"  read  before  the 
American  Society  of  Microscopists,  and  given   in   Millard's 
work  on  Bright? 8  Disease.     According  to   him,  "the  nerves 
supplying    the    kidneys    are    mainly  of   the    non-medullated 
variety,  sometimes  surrounding  the  arteries   in   bewildering 
number,   encircling   them   around,   above,  and   below,  freely 
branching,   bifurcating,   and   supplying  all  the    neighboring 
formations  with  a  large  number  of  delicate  fibrillar,  a  plexus 
encircling  every  tubule  ;  supplying  the  connective  tissue  ex- 
tending  into  the  layer  known  as  the   membrana  propria,  and 
even  piercing  this  membrane,  and  penetrating  into  the  epithe- 
lia  and  the  cement  substance   between  them  ;  the  nerves  also 
give  off  delicate  ramules  to  the  afferent  vessels,  by  which  they 
«  nter  the  tuft  and  produce  a  delicate  plexus  spun  around   the 
capillaries.      The  distribution   of  nerves   is   richer  in  the  con- 
voluted   and    narrow  than    in   the   straight    collecting    tui 
Therefore,  Wi  can  easily  Bee  how  any  irritant  to  the  abdominal 
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or  pelvic  viscera  might  be  reflected  to  the  kidneys,  disturbing 
their  functions,  and,  if  continued,  produce  organic  Lesions. 
Our  fellow-member,  Dr.  Engelmann,  in  an  excellent  paper 

entitled,  "Renal  Disease  following  I Itero-Ovarian  Lesions," 
read  before  the  American  Gynecological  Society,  1889,  says: 
Functional  derangement,  and,  finally,  morbid  changes,  are 
produced  by  nervous  influence  emanating  from  diseased  pelvic 
viscera:  (1)  As  reflex  phenomena,  or  (2)  by  perverted  nerve 
action  by  the  secretory  nerves  due  to  the  intimate  connection 
of  the  uterine  and  renal  plexus."  Further  he  says:  "Sup- 
pression of  urine  occurs  as  a  reflex,  more  generally  speaking, 
hysterical  symptom,  and  may  lead  to  pyelitis,  a  mild  nephritis, 
or  hydronephrosis."  After  citing  a  case  of  nephritis  follow- 
ing spasmodic  stricture  of  the  urethra,  he  says :  "  I  believe 
such  eases  to  be  more  frequent  in  connection  with  pelvic  dis- 
ease than  we  may  suppose,  as  the  slight  symptoms  produced 
are  overlooked  amid  the  varying  pains  of  the  primary  dis- 
ease." 

Weir  (loc.  cit.)  says  :  "  It  may  be  stated  at  this  period — and 
in  this  I  think  surgeons  will  agree — that  it  is  well  known  that 
any  operative  procedure  with  or  without  an  anaesthetic,  upon 
the  genito-urinary  tract  is  apt  to  be  followed,  from  septic  or 
mural  influences,  by  renal  complications.  An  objection  can 
also  be  raised  against  the  renal  cases  reported  as  occurring 
after  laparotomy,  because  it  has  been  fully  established  by  the 
researches  of  Englisch  and  others,  that  such  traumatisms  are 
prone,  through  the  influence  upon  the  solar  plexus,  to  beget 
albuminuria."  He  gives  a  case  of  gastroenterostomy,  clone 
for  simple  pyloric  stenosis,  to  illustrate  the  influence  of  an 
abdominal  operation.  Prior  to  the  operation,  repeated  analysis 
of  the  urine  tailed  to  discover  either  albumin  or  sugar,  but 
within  forty-eight  hours  after  operating,  \  of  1  per  cent,  of 
albumin  and  4  per  cent,  of  sugar  were  found  in  the  urine, 
also  granular  and  epithelial  casts.  These  all  disappeared 
within  forty-eight  hours  thereafter.  During  the  operation  the 
hand  encountered  and  recognized  the  pancreas  and  left  kid- 
ney;  this,  or  possibly  some  contact  with  the  solar  plexus,  Dr. 


./.    W.   LONG.  17 

Weir  thinks,  would  readily  explain  the  transitory  albumin 
and  sugar. 

We  are  all  familiar  with  the  disturbance  that  occasionally 

follows  the  simple  passing  of  a  catheter1  or  sound.  Now, 
excepting  those  cases  due  to  sepsis,  I  believe  this  BO-called 
u urethral  fever"  is  nothing  more  nor  less  than  a  reflex  dis- 
turbance of  the  kidneys,  sometimes  of  the  most  trivial  nature, 
sometimes  amounting  to  complete  suppression,  or  acute  ne- 
phritis. 

2.  Nephritis  may  follow  an  operation  as  the  result  of  septic 
influences. 

Senn,  in  his  great  work  on  the  Principles  of  Surgery  (p. 
327),  says  :  u  If  septicaemia  follow  an  operation  or  a  severe 
accident,  it  is  sometimes  almost  impossible  to  decide  whether 
the  pronounced  loss  of  strength  should  be  attributed  to  shock, 
the  anaesthetic,  or  the  beginning  of  an  attack  of  septicaemia." 
The  same  is  true  of  nephritis  following  an  operation;  but 
reasoning  from  analogy,  a  careful  elimination  of  the  influ- 
ence of  the  anaesthetic  employed,  and  the  testimony  of  clinical 
we  can  easily  demonstrate  the  occurrence  of  nephritis  as 
a  result  of  septic  poisoning. 

The  albuminuria  complicating  the  infectious  diseases  (as 
diphtheria)  is  believed  to  be  a  septic  process,  due  either  to  the 
specific  germs  present,  or  to  ptomaines  produced  by  them. 
(Stewart's  Lectures  on  Albuminuria,  p.  121);  and  Keating's 
Qydopcedia  of  Diseases  of  Children,  article  on  "  Diphtheria.") 

Dr.  Matthews  Duncan  (Stewart,  loo.  cif,  p.  127),  gives  lb' 
cases  of  uncomplicated  parametritis,  in  which  (5,  or  87. \  per 
cent,  bad  albuminuria,  the  albumin  gradually  disappearing  as 
convalescence  was  established  ;  and  it  appeared  to  be  more 
frequent  in  cases  that  went  on  to  suppuration. 

Weir  says:    "  Is  it  not  possible  to  explain  the  development 
of  important  symptoms   in  those  who  not  only  have  evidence 
prior  to  an  operation,  but    in  those  who  have   no  evident 
disease  prior  to  an  operation,  by  the   presence  of  a  septic  pro- 

1  Prcf.  W.  T.  Bri  i  fatal  case  ooeurring  after  this  simple  operation. 
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ugica]  fever  or  septicaemia,  as  yon  may  prefer — oi 

inating  in  the  wound?     In  other  words,  how  litt]  ptic 

tv  to  choke  np  the  kidney  7'*     I  am  inclined 
to  believe  that  the  renal  risks  that  happen  from  time  to  time 
to  a  patient  undergoing  an  operation  come  not  so  much  from 
the  anaesthesia  as  from  the  septic  pro      -  3     bich  arc  - 
encountered,  even  in  a  well-carried-oiit  an  ration." 

Jt  is  Btated  that  operations  about  the  mouth  and  rectum  are 
specially  liable  to  produce  septicemia.  The  hemorrhoid  case 
given  above,  and  which  ended  fatally  by  nephritis,  probably 
belongs  to  the  clas  -  psis. 

Does  albuminuria  k 

It  having  been  shown  that  an  operation  may  produce  renal 

complications  in  healthy  kidneys,  particularly  when  done  in 
certain  regions,  it  naturally  follows  that  the  preexistence  of 
albuminuria  would  augment  the  dangers  incident  to  an  opera- 
tion. Apart  from  the  role  partially  crippled  kidney  might  play 
in  producing  more  extensive  lesions,  the  local  trouble,  even 
though  limited  in  extent,  would  certainly  be  liable  to  act  I 
hindering  cause  in  the  elimination  of  poisonous  substances, 
especially  when  the  amount  of  such  substances,  whether  those 
normally  excreted,  as  urea,  or  produced  by  disease,  as  pto- 
maines, be  greatly  increased.  Again,  it  is  well  known  that 
the  brunt  of  any  shock  or  exposure  falls  usually  on  the 
"  weakest  part." 

However,  it  is  not  pretended  that  albuminuria,  minima  or 
maxima,  always  gives  trouble  as  the  result  of  an  operation  ;  but  I 
do  mean  to  say  that  albumin  in  the  urine  indicates  a  condition 
of  the  kidneys  which  impose-  an  additional  risk  to  any  opera- 
tive procedure.      Clinical  experience  bears  out  this  assertion. 

Dr.  Millard1  says:   "I  have  known   -  -   to  attribute 

uraemie  symptoms  and  reual  congestion,  following  an  opera- 
tion, to  the  shock  ;  I  have  believed,  however,  that  in  such 
cases  as  I  have  seen,  reual  difficulty  or  albuminuria  preexisted. 
In  mild   albuminuria,  where  the  kidneys  ere  perfect  in  their 

1  In  a  personal  communication. 
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ory junctions,  the  risk  need  not  be  great;  albuminuria 
must,  however,  add  something,  and  Bometimes  a  great  deal  t<> 

the  risk." 

I  take  it,  that  it  is  hardly  necessary  t<>  <it-   many  caa 
opinions  on  this  point,  so  I  shall   refer  t<»  only  one  case,  and 
the  opinion  of  the  distinguished   surgeon  who   operated.      As 
is  well  known,  the  Emperor  Louifl  Napoleon  died  January  8, 
1873,  after  the  second  lithotrity  at  the  hands  of  Sir  Benry 
Thompson.     The  post-mortem  revealed  advanced  kidney  dis- 
ease.    A  short  while  after  this,  in   a   clinical   lecture   on   the 
"Influence  of  Renal  Disease  on  the  Choice  of  an  Operation 
for  Stone  in  the  Bladder,"  Sir  H.  Thompson  said  :  "  I  never 
operate  for  stone  without  first  ascertaining  the  condition  of 
the  urine;    so  that  if  I  undertake  an  operation  for  a  patient 
manifestly  the   subject  of  renal   disease,  it   is   in   full  v' 
that  fact,  and  because  it  may  he  absolutely  necessary  that 
surgical   relief  must  he  attempted   at  all   hazard."     (Lancet, 
vol.  i.  pp.  58,  113,  331  ;  vol.  ii.  p.  624.) 

Doc*  (in  operation  ever  relieve  albuminuria  by  overcoming  the 
"' 'ion  for  which  the  operation  wo*  do 

While  an  operation  may  produce  albuminuria,  and  while 
an  already  existing  albuminuria  may  greatly  increase  the 
dangers  of  an  operation,  we  have  abundant  proof  that  an 
operation  is  often  the  means  of  speedily  abating  a  prono 
albuminuria.  This  can  be  true  only  of  recent  albuminurias, 
such  as  that  complicating  strangulated  hernia  and  acute 
sepsis. 

Dr.  Frank  (Stewart,  he.  cit.,  p.  128)  cites  22  cases  of  strangu- 
lated hernia  with  marked  albuminuria,  in  all  of  which  opera- 
tion was  done,  when  the  albumin  disappeared  or  began  to 
diminish,  and  was  all  gone  in  three  days. 

I  operated   on  a  man  this  year  for  strangulated   hernia,  in 
whom  twelve  inches  of  the  bowel  was  found  to  be  gangrenous, 
and  whose  urine,  which  was  scanty,  contained  25  per 
albumin  (bulk)  immediately  before  operating,  and  only  7  per 
cent,  in  the  first  water  passed  alter  operating — about  four  hours. 
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The  amount  of  urine  increased  from  day  to  day,  while  the 

albumin  diminished  to  a  mere  trace  in  a  short  while. 

In  February,  last  I  did  an  external  urethrotomy  without  a 
guide    on    a    bright    mulatto    man    with    stricture,    retention, 

urinarv  extravasation,  a   high   degree  of  and   30  per 

cent,  of  albumin  in  his  urine.     The  albuminuria  rapidly  dis- 
appeared alter  the  operation. 

The  conclusions  of  this  paper  may  be  briefly  stated  as 
follow-  : 

1.  That  neither  ether  nor  chloroform  rarely  ever  injures 
healthy  kidn 

2.  That  when  renal  disturbances  from  the  use  of  an  a 
thetie,   the   kidneys   being  healthy,  do   occur,   they  are  due 
rather  to  prolonged  narcosis,  exposure  of  the  patient,  or  per- 
haps to  the  combined  influences  of  the  operation  and  the 
anaesthetic. 

3.  That  a  mild  degree  of  albuminuria  or  nephritis,  espe- 
cially if  recent,  is  not  a  contra-indication  to  the  use  of 
chloroform  or  ether. 

4.  That  even  in  the  presence  of  advanced  and  extensive 
renal  changes  an  anaesthetic  may  be  employed,  provided  the 
patient  or  family  are  advised  of  the  additional  risk. 

That  of  the  two  anaesthetics  usually  employed,  it  U 
a  mooted  question  as  to  which  is  the  safer  so  far  as  the  kidneys 
are  concerned,  unless  it  be  in  obstetrical  operations. 

6.  That  while  it  is  by  no  means  the  rule,  profound  func- 
tional disturbance  and  even  organic  lesions  may  be  induced 
by  an  operation,  apart  from  the  influence  o£  the  anaesthetic. 

7.  I '  ,  ■  such  renal  changes  are  due  to  reflex  sympathetic 
action,  or  or  both. 

8.  That  operation-  in  certain  regions,  notably  the  abdominal, 
genito-urinary,  about  the  mouth  and  rectum,  are  specially 
liable  to  produce  renal  complications. 

9.  That  a  healthy  condition  of  the  kidneys  minimizes,  but 
does  not  obviate,  the  dangers  referred  to. 

10.  That  albuminuria  is  always  indicative  of  renal  1*  b 
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and   should  he  regarded  with  distrust,  but   is  pol   a  positive 
centra-indication  to  an  operation. 

11.  That  when  albuminuria  is  associated  with  other  evi- 
dences of  advanced  renal  changes,  no  operation  should  be 
undertaken  without  first  candidly  Btating  to  the  patient,  or 
friends,  the  dangers  incident  to  the  condition  of  the  kidneys. 

12.  That  paradoxical  as  it  may  seem,  an  operation  will 
sometimes  relieve  an  albuminuria  due  to  acute  affections. 

13.  That  no  surgeon  is  justified  in  undertaking  an  opera- 
tion without  first  knowing  the  state  of  his  patient's  kidneys. 

I  am  fully  conscious  of  the  feet  that  this  imperfect  paper 
contains  many  statements  and  errors  which  invite  criticism  ; 
but  the  sacred  writer  hath  said,  "Iron  sharpeneth  iron;"  so 
it  is  for  the  very  purpose  of  provoking  a  discussion  that  this 
subject  has  been  classified  as  above  and  brought  before  you 
to-day.  I  would  not  underrate  the  dangers  of  ansethesia  ;  I 
would  not  overrate  the  dangers  of  operations,  nor  would  1 
magnify  the  importance  of  albuminuria;  but  this  question 
in  all  of  its  phases  is  oue  of  practical  import,  and  every 
surgeon  is  liable  to  be  called  upon  at  any  moment  to  an- 
ionic one,  perhaps  all,  of  the  issues  raised.  Therefore, 
T  deem  it  not  impertinent  to  ask  a  full  and  free  expression  of 
opinion  by  the  Fellows  of  this  Association. 

DISCUSSION. 

Dr.  William  Warrek  Potter,  of  Buffalo,  X.  Y.  — The 
accomplished  essayist  lias  introduced  for  discussion  in  the  paper 
he  has  just  read  a  most  interesting  medico-surgical  question,  and 
though  I  am  inadequately  prepared  to  enter  upon  a  full  or  elabo- 
rate analysis  of  all  the  points  presented,  yet  1  feel  that  it  i-  too 
important  a  paper  to  he  allowed  to  pass  without  some  comment, 
hence  I  take  advantage  of  the  tad  that  there  is  some  hesitation 
on  the  part  of  the  members  to  lake  the  floor,  and  oiler  a  few  re- 
marks by  way  of  opening  the  discussion. 

The  experience  of  Burgeons  in  the  use  of  a-:  -  is  one  of 

the  most  important   phases  oi'  the  subject  that  can  he  presented 
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for  discussion.  It  is  an  all-absorbing  question — one  which  lies  at 
the  threshold  of  all  operations — but  on  this  occasion  I  shall  only 
attempt  to  accentuate  one  or  two  points. 

It  has  fallen  to  my  lot  to  have  considerable  experience  with  the 
administration  of  both  ether  and  chloroform  for  surgical  and 
obstetrical  purposes,  and  this  personal  experience,  together  with 
such  reinforcement  as  it  has  obtained  from  the  opinions  of  others, 
has  led  me  to  the  conclusion  that  in  healthy  patients,  those  in 
whom  we  are  quite  sure  there  is  no  heart  lesion,  and  where  we 
have  the  assistance  of  a  skilful  amesthetizer,  the  surgeon  may  rest 
quite  easy  in  the  use  of  chloroform. 

I  remember  gathering  much  experience  in  the  use  of  this  anaes- 
thetic during  my  military  service.  It  is  quite  within  the  limits 
of  truth  for  me  to  assert  that  I  have  administered  chloroform 
more  than  three  thousand  times.  I  have  been  present  during  its 
administration  at  least  as  many  more  times,  and  I  have  never 
witnessed  a  death,  or  personally  known  one  to  occur  from  its  use. 
I  recall  the  fact  that,  some  years  ago,  a  statistic  was  put  forth, 
though  I  cannot  say  by  whom,  tending  to  show  that  the  ratio  of 
deaths  between  chloroform  and  ether  was  one  to  three  thousand 
for  the  former,  and  one  to  ninety  thousand  for  the  latter.  Of 
course,  even  admitting  this  to  have  had  an  approximation  of  truth 
in  it  at  the  time  it  was  announced,  all  this  is  changed  at  the 
present  day. 

I  find  that  it  is  quite  common  among  my  surgical  friends  to 
employ  ether  during  their  operations  rather  than  chloroform,  for 
the  reason  that  in  case  of  the  death  of  a  patient  from  the  former 
they  would  find  it  easier  to  justify  themselves  in  the  minds  of 
their  neighbors  and  friends  than  if  chloroform  was  used.  Nearly 
every  one  whom  I  have  heard  express  himself  has  a  preference 
for  chloroform,  but  feel  that  they  are  not  justified  in  using  it  in 
civil  practice  at  the  present  time. 

One  of  the  particular  points  that  I  wish  now  to  emphasize  is 
in  regard  to  the  duty  of  the  anaesthetist  at  an  operation.  I  feel 
warranted  in  asserting  that  no  surgeon  can  afford  to  undertake 
an  operation  which  requires  an  anaesthetic  without  obtaining  the 
services  of  a  most  experienced  and  capable  man,  an  expert  in  the 
administration  of  anaesthetics.  It  has  been  a  matter  of  frequent 
observation  on  my  part,  and  I  have  no  doubt  many  of  the  gentle- 
men present  have  observed  the  same  thing,  that  very  frequently 
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a  physician  casually  present  al  an  operation  is  asked  on  the  spur 

of  the  moment  to  administer  tin1  anesthetic.  Now,  such  a  physi- 
cian may  be  a  very  accomplished  man  in  so  far  as  the  ordinary 
practice  of  medicine  is  concerned  ;  lie  may  know  ever  so  well  how 
to  treat  pneumonia,  and  typhoid  fever,  much  better,  generally 
speaking,  than  the  operating  surgeon  himself;  moreover,  he  may 
be  a  very  competent  surgeon  with  reference  to  the  care  of  minor 
surgical  cases,  and  perhaps  skilful  in  the  treatment  of  fractures 
and  dislocations,  hut  know  very  little  about  the  proper  adminis- 
tration of  an  anaesthetic.  I  lay  great  stress  upon  the  employ- 
ment of  an  expert  anaesthetist  in  surgical  operations,  particularly 
where  the  administration  must  be  prolonged  or  the  patient  pro- 
foundly narcotized. 

It  is  a  well-known  fact  that  the  skilful  anaesthetist  will  admin- 
ister only  a  minimum  of  the  anaesthetic.  He  will  not  saturate 
the  patient,  the  atmosphere  of  the  operating-room,  and  everybody 
and  everything  connecting  with  the  operation  with  the  anaesthetic ; 
whereas  the  less  experienced  or  amateur  anaesthetist  will  be  almost 
sure  to  use  several  times  the  amount  of  tlie  anaesthetic  required. 
And  this,  to  my  mind,  is  a  very  important  question  in  reference 
to  the  subject  under  discussion,  one  that  has  great  weight  with 
reference  to  lesions  of  the  kidney.  A  general  rule  to  be  kept  in 
mind  is  :  When  chloroform  is  administered,  watch  the  heart ; 
when  ether  is  administered,  watch  the  respirations.  The  surgeon 
himself  should  be  relieved  of  this  watchful  care,  and  give  his 
w7hole  mind  to  the  operation,  hence  the  anaesthetist  should  be  ex- 
perienced in  detecting  the  first  warning  of  danger,  which  is  often- 
times lost  sight  of.  If  the  halcyon  moment,  when  danger  can  he 
averted,  is  seized  upon,  a  life  may  be  saved  that  would  otherwise 
be  doomed. 

Dr.  Long  seems  to  be  of  the  opinion  that  an  anaesthetic  has 
very  little  effect  upon  a  healthy  kidney,  or  even  upon  a  kidney 
with  only  slight  lesion.  Probably  this,  as  a  general  observation, 
may  be  accepted  as  correct;  but  there  are  so  many  exceptions  to 
it  that  it  is  never  sate  to  administer  any  anaesthetic  lor  a  I 
period  than  is  absoluetly  necessary,  or  to  use  any  more  than  is 
consistent  with  the  most  conservative  and  economic  regard  for 
life.  I  have  no  doubt  that  a  kidney  with  even  a  Blight  lesion  may 
withstand  the  administration  of  an  anaesthetic  given  by  a  careful 
and  experienced   man,  and   come  out   of  the  ordeal    unscathed; 
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whereas  from  the  sani"  kidney,  under  the  maladministration  of 
an  anaesthetic,  may  develop  serious  and  possibly  fatal  results. 

The  purpose  of  my  remarks  has  been  to  emphasize  the  one 
genera]  idea  with  reference  to  Burgical  operations — namely,  that 
always  an  experienced  anaesthetist  should  be  employed,  one  who 

has  a  knowledge  of  the  condition  of  the  kidneys  of  the  patient 
who  is  to  be  anaesthetized,  as  well  as  of  the  heart,  and  who  is 
familiar  witli  the  dangers  to  be  avoided  on  the  one  as  well  as  the 
other  hand,  one  who  will  shun  Scylla  and  Charybdis  alike.  The 
mortality  from  the  use  of  anaesthetics  will,  under  such  precau- 
tions, be  reduced  to  a  minimum,  so  far  as  human  judgment  can 
so  reduce  it. 

Dr.  Geoece  A.  Baxter,  of  Chattanooga,  Tenn. — It  strikes 
me  in  the  class  of  surgery  that  I  deal  with,  mostly  from  ma- 
chinery, heavy  railroad  car  wheels,  where  intense  shock  is  existing 
and  continuing  for  some  time,  that  it  would  be  a  very  difficult 
matter  indeed  to  determine  the  exact  effect  produced  by  the  anaes- 
thetic so  far  as  the  kidneys  were  concerned.  I  have  repeatedly 
seen  more  or  less  suppression  of  urine  where  no  anaesthetic  was 
given  during  the  prevalence  of  shock,  and  I  have  usually  attributed 
that  condition  to  the  shock  rather  than  to  the  aiuesthetic.  It 
seems  to  me,  in  the  consideration  of  this  question,  the  condition 
of  shock  must  be  taken  into  account,  and  time  and  again  in 
severe  operations  you  will  have  to  draw  the  urine,  or  make  an 
attempt  to  draw  it,  and  find  but  a  small  quantity  there.  In  one 
recent  case  that  I  recall  to  mind  just  now,  an  amputation  at  the 
thigh,  from  railroad  injury,  during  the  progress  of  forty-eight 
hours  succeeding  the  injury,  I  do  not  believe  there  were  two  tea- 
spoonfuls  of  urine  passed.  Now,  that  condition  I  do  not  believe 
was  due  to  the  anaesthetic,  and  it  was  chloroform  that  was  given. 

I  am  free  to  say,  following  the  Doctor's  advice,  that  I  have  a 
careful  assistant  who  administers  the  anaesthetic,  and  it  is  not 
once  in  ten  times  in  this  class  of  surgery  (railroad  surgery)  that 
I  use  ether  at  all,  and  only  during  the  progress  of  the  aiuesthetic 
when  I  find  difficulty  do  I  resort  to  ether  then  as  a  stimulant. 

Dr.  John  D.  8.  Davis,  of  Birmingham,  Ala. — I  hardly  think 
the  cases  of  animal  experimentation  mentioned  would  be  a  guide 
in  the  administration  of  ether,  as,  in  all  cases,  the  anaesthetic  was 
pushed  until  death  ensued.  I  know  in  my  own  experimental 
work  that  frequently  the  anaesthetic  produced  complete  suppres- 
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sion  of  urine.  I  use  chloroform  most  frequently,  and  believe,  in 
the  majority  of  cases,  that  chloroform  is  the  proper  anaesthetic  to 

use,  but  a  great  deal  depends  upon  who  uses  it.  There  is  great 
danger  in  having  an  inexperienced  man  to  administer  anaesthetics. 
When  we  go  to  operate  we  should  always  have  with  us  an  experi- 
enced assistant,  and  I  never  allow  anybody  who  is  not  in  the  habit 
of  administering  anaesthetics  to  do  this  work. 

As  to  the  albumin  in  the  urine,  I  believe,  in  most  cases,  that 
operations  lessen  the  quantity  and  the  strain  on  the  kidney 
whether  the  microscope  reveals  anything  more  than  albumin  or 
not.  In  urethral  and  bladder  troubles,  I  operate  and  pay  no 
attention  to  it. 

As  to  irritation  in  the  bladder,  I  have  always  found  that  the 
sooner  you  relieve  it  and  establish  drainage  the  sooner  you  relieve 
the  strain  upon  the  kidney,  and  the  better  the  result,  whatever 
the  irritation  may  be,  or  whatever  the  test  may  reveal  in  the 
urine.  And  I  apply  the  same  rule  in  much  of  my  abdominal 
and  pelvic  work.  Remove  pressure  to  abdominal  viscera,  and 
the  kidneys  will  seldom  be  injured. 

Dr.  Huntj;r  McGuiRE,  of  Richmond,  Va. — I  do  not  think 
we  can  discuss  a  more  important  subject  than  the  one  Dr.  Long 
has  given  us;  but  I  do  not  think  he  has  shown  that  chloroform 
produces  albuminuria.  I  was  taught  thirty  years  ago  that  albu- 
minuria frequently  followed  a  surgical  operation,  no  matter 
whether  chloroform,  ether,  or  no  anaesthetic  was  given.  I  know 
that  without  anaesthesia  albuminuria  follows  surgical  operations 
in  a  very  large  number  of  cases.  In  the  first  case  he  gave  us 
there  was  albuminuria  following  the  introduction  of  the  catheter. 
It  is  much  more  likely  that  the  catheter  did  the  mischief  than 
the  chloroform.  I  know  that  I  am  within  bounds  when  I  say  I 
have  given  chloroform  12,000  times.  I  give  ether  too.  I  think 
every  good  surgeon  should  select  his  cases.  No  one  has  a  right 
dogmatically  to  give  one  or  the  other  anaesthetic.  But  I  arise 
more  particularly  to  answer  Dr.  Potter.  He  says  statistics  show 
that  chloroform  kills  one  in  three  thousand  ;  ether  one  in  ninety 
thousand.  J  merely  want  to  state  that  there  arc  no  fac 
statistics  to  justify  such  an  assertion  in  all  of  the  cases  in  which 
„  ivcn.  We  have  no  data  or  figures  by  which  we  can  make 
such  statements  a.-  to  the  number  of  deaths  from  chloroform  and 
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ether,  and  the  number  of  times  each  anaesthetic  has  been  given. 
So  far  as  I  am  personally  concerned,  I  think  chloroform  is  safe 
a<  a  rule,  hut  we  should  select  our  Cfl 

I  venture  to  predict  that  when  the  experience  of  the  civilized 
world  is  collected  and  analyzed  it  will  be  found,  if  indeed  it  is 
possible  to  definitely  settle  such  a  question,  that  in  certain  cases 
ctlur  should  be  given,  and  in  certain  other  cases  chloroform 
employed,  and  that  every  good  surgeon  will  be  expected  to  exer- 
cise discrimination  in  the  selection  of  his  anaesthetic.  For 
myself,  I  am  wedded  to  neither  of  these  agents.  In  general 
terms,  in  feeble,  very  anaemic  people,  or  those  suffering  from 
the  prostration  of  shock,  or  loss  of  blood,  I  prefer  ether  ;  in 
either  the  young  or  the  old,  or  in  cases  when  cardiac,  renal,  or 
pulmonary  trouble  is  suspected,  as  a  rule,  I  think  chloroform  is 
safer.  Accidents  occasionally  follow  the  administration  of  both 
ether  and  chloroform,  this,  too,  in  the  hands  of  competent  and 
most  skilful  men.  Already  between  four  and  five  hundred 
deaths  from  chloroform  have  been  reported,  and  nearly,  if  not 
quite,  two  hundred  deaths  from  ether.  What  the  ratio  of  either 
of  the  agents  is  to  the  number  of  inhalations  we  are  so  far 
unable  to  determine.  That  both  agents  sometimes  kill  the 
patient,  the  most  bigoted  and  partisan  advocate  of  either  ether 
or  chloroform  must  admit.  But  which  one  of  the  anaesthetics 
is  more  dangerous  and  apt  to  kill  is  the  paramount  but  unde- 
termined question.  Safety  of  the  patient  is  the  important  point, 
before  which  all  else  should  yield  ;  compared  to  that,  conveni- 
ence, comfort,  time,  money,  and  everything  else  «,re  as  nothing. 

Dr.  Willis  F.  Westmoreland,  of  Atlanta,  Ga. — I  desire 
to  make  a  few  remarks  on  this  very  interesting  subject.  First, 
in  reference  to  albumin,  and  how  it  is  found.  I  do  not  believe 
in  splitting  hairs  on  a  subject  of  this  kind.  I  think,  theoreti- 
cally, we  split  hairs,  and  that,  practically,  we  do  not  pay  enough 
attention  to  it.  That  is  where  the  trouble  lies.  We  draw  con- 
clusions when  we  make  the  operation.  Nine  times  out  of  ten 
we  never  examine  the  urine  previously  unless  there  is  some- 
thing in  the  history  that  calls  our  attention  to  albumin. 

Another  point  I  desire  to  call  your  attention  to  is  this  :  That  I 
do  not  think  the  presence  of  albumin — I  don't  care  what  quan- 
tity you  find — amounts  to  anything  unless  you  make  a  micro- 
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scopical  examination,  and  then  if  you  should  find  a  quantity  of 

kidney  cells  or  tube-casts,  I  do  not  think  the  use  of  cither  one 
of  the  anaesthetics  is  contra-indicated,  because  unless  you  find 
one  of  these  two  conditions  you  have  got  little  or  absolutely  no 
pathological  change  in  the  kidney  as  a  rule.  Albumin  may  be 
present  from  the  start.  It  may  be  traced  to  albuminous  food  of 
some  kind,  or  it  may  be  present  from  some  reflex  action  that  is 
absolutely  no  contra-indication  to  an  operation.  I  am  free  to 
confess  it  is  in  very  few  cases  that  I  examine  the  urine  unless 
there  is  something  in  the  peculiar  aspect  of  the  patient  that 
directs  my  attention  to  it.  Unless  I  find  some  pathological 
change  by  microscopical  examination  I  go  ahead  and  make  the 
operation,  and  I  have  had  no  bad  results.  I  do  not  include 
emergency  cases  at  all,  for  we  all  know  when  life  is  at  stake, 
no  matter  what  the  condition  is,  we  are  going  to  operate.  All 
of  these  cases  can  be  absolutely  ruled  out.  I  think  the  subject 
only  comes  up  in  reference  to  the  cases  that  come  under  our 
observation  when  we  are  called  upon  to  put  them  in  a  proper 
condition  for  operation. 

As  to  the  condition  of  the  kidney  as  shown  by  post-mortem 
examinations,  I  do  not  think  it  amounts  to  much.  The  hyper- 
semic  condition  of  the  kidney  amounts  to  nothing  so  far  as 
operative  changes  are  concerned,  because  very  frequently  post- 
mortem changes  will  produce  such  a  condition  in  the  kidney. 
You  may  as  well  say  if  you  examine  a  man's  cheek,  he  has  got 
hyperemia.  If  you  examine  the  part  mechanically  you  could 
not  tell  whether  it  was  a  physiological  or  pathological  hyper- 
semia.  You  have  got  an  increased  size  of  the  vessels,  they  carry 
a  larger  quantity  necessarily  of  blood-cells,  and  we  find  the 
kidneys  in  that  condition  when  we  examine  them  under  the 
microscope,  which  really,  so  far  as  the  patient  himself  is  con- 
cerned, means  no  pathological  change  that  will  give  him  trouble 
in  the  future. 

With  regard  to  anaesthetics,  the  surgeon  should  use  that  anaes- 
thetic with  which  he  is  the  most  familiar  and  accustomed  to 
giving.  If  he  is  accustomed  to  administering  chloroform,  he 
should  continue  to  use  it  in  his  practice,  and  not  change  to 
another,  unless  there  are  peculiar  idiosyncrasies  or  facts  in  the 
case  that  would  lead  him  to  do  otherwise. 


ALBUMINURIA. 

Daring  the  Last  >ix  years  I  have  had  two  experienced  men  to 
give  anaesthetics  for  me.    [fone  cannot  accompany  me, the  other 

usually  (I.,-,  and  when  I  go  into  the  country  to  operate  o 
them  goes  along  with  me.     I  gel  accustomed  to  them.     Take 
some  man  that  ia  unaccustomed  to  administering  anaesthetics;  he 
is  frightened,  and  he  will  worry  you  to  death  almost  with  his 

continually  feeling  around  for  the  pulse.  lie  has  a  scared  ex- 
n,  and  nine  times  <>ut  often  you  are  in  no  humor  to  operate 
with  such  an  inexperienced  an: 

Dr.  Cornelius  Kollock,  of  Cheraw,  B.C. — I  agree  fully 
with  Dr.  McGuire,  that  no  man  should  be  dogmatic  in  his  opinion 
with  regard  t<>  the  use  of  anaesthetics.  I  have  been  inclined  to 
use  chloroform  more  than  ether.  I  have  used  chloroform  two 
thousand  times  or  more  without  a  death.  I  have  used  ether 
about  two  hundred  times,  and  have  had  two  deaths.  I  recall 
one  case  I  lost  where  its  use  was  objected  to.  It  was  a  case  on 
which  I  operated  for  the  removal  of  an  ovarian  cyst.  The 
family  physician  whose  patient  it  was  was  a  near  relative.  He 
insisted  upon  using  ether.  I  asked  him  whether  everything 
was  all  right  as  far  as  renal  lesions  were  concerned,  and  he 
assured  me  it  was.  He  gave  ether.  The  operation  was  com- 
pleted in  less  than  forty  minutes,  but  for  the  first  thirty  or  more 
hours  after  the  operation  the  patient  passed  less  than  three 
ounces  of  urine.  The  other  case  was  that  of  an  old  lady,  sixty- 
eight  years  of  age.  She  died.  She  had  an  intra-ligamentous 
ovarian  cystoma,  and  had  been  tapped  a  number  of  times. 
There  was  a  general  peritonitis  ;  the  cyst  adhered  to  the  bowels, 
bladder,  uterus,  and  abdominal  walls,  and  the  peritoneal  cavity 
was  a  puddle  of  pus.  She  was  in  such  a  condition  that  she 
would  have  died  whether  she  had  taken  ether  or  not.  I  think 
if  chloroform  is  not  watched  closely  there  is  more  danger 
attending  its  administration  than  ether  properly  given.  There 
is  more  danger  in  giving  morphine  than  laudanum,  but  who 
hesitates  to  give  it.  We  must  exercise  more  caution  in  the  use 
of  these  anaesthetics,  and  give  the  one  the  case  indicates  or  calls 
for.  Prejudices  should  exert  no  influence  in  the  selection  of  an 
anaesthetic  or  in  the  administration  of  any  remedial  subject,  as 
too  often  happens. 

Dr.  Joseph    Price,  of  Philadelphia,  Pa. — Drs.  Davis  and 
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Westmoreland  have  called  our  attention  to  two  fads  BO  vital  in 
this  connection  that  I  must  allude  to  them.  Both  have 
substantially  that  they  are  in  the  habit  of  going  to* perform 
operations  with  their  expert  or  trained  anosthetizer.  We  are 
all  more  or  less  interested  in  base-ball, and  Lovers  of  the  national 
game  know  that  there  is  little  danger  of  the  Boston  <  Hub  going 
to  New  York  without  its  battery.  It  is  of  vital  importance  to 
have  their  battery,  the  pitcher  and  catcher,  to  win  in  that  game, 
and  the  same  holds  good  with  Dr.  Westmoreland  in  his  >urgery 
in  the  country  when  he  goes  with  his  battery,  if  he  wishes  to 
play  a  good  game. 

All  that  has  been  said  by  Drs.  Davis  and   McGuire  I  agree 
with  fully. 

Dr.  McGuire  has  called  attention  to  the  causal  relation  which 
chloroform  may  bear  to  renal  mischief;  that  it  may  induce  albu- 
minuria or  renal  trouble.  That  is  a  very  curious  statement  to 
me.  We  all  know  that  in  puerperal  eclampsia,  in  that  cl 
cases  in  which  we  use  it  so  commonly,  we  commonly  find  albu- 
minuria, though  chloroform  is  considered  by  all  a  safe  remedy, 
and  is  almost  universally  used.  For  myself,  I  have  not  found  in 
my  experience  evil  results  from  its  use  as  far  as  the  kidneys  were 
concerned.  The  difficulty  in  regard  to  the  use  of  chloroform  is 
that  you  are  not  sustained  by  your  colleagues  in  case  of  an  acci- 
dent. Chloroform  kills  quickly.  XowT  your  patient  is  all  right; 
then,  in  the  snap  of  a  linger,  he  is  dead.  That  holds  good  not 
only  when  used  in  surgery,  but  also  in  experimental  work.  I 
have  seen  a  cat  or  dog  straighten  out  all  extremities  perfectly 
dead,  and  by  no  means  could  I  resuscitate  that  cat  or  dog.  The 
same  holds  good  in  regard  to  the  human  subject. 

We  have  with  us  a  distinguished  surgeon  of  rare  good  judg- 
ment, and  if  my  memory  serves  me  right,  a  man  entered  his 
clinic  with  a  contused  ami  suppurating  linger.  Someone  alluded 
to  the  use  of  chloroform  or  ether  on  the  debauched.  The  sui 
refused  to  amputate,  stating  that  the  man's  condition  would  not 
justify  Mtrgery.  But  the  man  stated  to  him  someone  else  would 
do  it  if  he  didn't.  An  aiKesthetic  was  given,  and  the  man  died 
in  a  frw  seconds.  W  the  gentleman  recalls  the  ease,  he  perhaps 
will  correct  any  error  I  may  have  made  in  regard  to  reporting 
this  i 
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Now,  it  is  a  difficult  matter,  indeed,  to  Bay  that  your  patient 
dies  of  anseBthesia  or  surgery.     I  am  satisfied,  from  my  own  ob- 
BervatiariB  at  home  and  abroad,  that  many  patients  die  of 
thesia.     The  great  group  of  east  -  ral  hospitals — 

Water-logged  and  battened  down  with  ether — I  cannot  see  how 
they  get  welL  I  am  Batiflfied  many  of  them  die  of  amesthesia 
alone  without  surgery.  If  some  patients  are  bound  down  thirty 
minutes  or  an  hour  without  surgery  I  am  satisfied  they  will  die. 
Again,  I  will  go  further  and  say  that  if  some  of  us  were  kept 
under  the  influence  of  an  anaesthetic  for  an  hour  and  a  half,  as 
given  by  the  resident  of  a  general  hospital,  we  would  die  of  the 
experiment  alone  and  with  a  healthy  kidney.  I  have  not  found 
scant  urine  following  prolonged  anaesthesia,  excepting  in  excep- 
tional cases,  and  the  condition  of  the  lesion  I  was  operating  for 
was  quite  sufficient  to  explain  the  presence  of  albumin  and  the 
presence  of  renal  trouble. 

Probably  some  of  you  remember  the  lengthy  article  by  our 
distinguished  ex-President,  Dr.  Engelmann,  of  last  year,  on 
renal  trouble,  with  albuminuria  due  to  advanced  forms  of  pelvic 
disease.  We  all  well  know  that  in  this  class  of  cases,  where 
there  is  a  fibroid  or  suppurative  form  of  trouble,  that  we  have 
vesical,  urethral,  and  renal  trouble  from  pressure,  and  we  have 
recognized  the  importance  of  saving  these  patients  from  renal 
trouble,  if  possible.  I  have  had  some  recent  experience  with 
scant  urine  and  an  abundance  of  albumin.  The  symptoms  were 
marked  in  a  recent  case,  some  five  months  ago.  A  small  fibroid 
about  the  size  of  a  child's  head  developed  with  a  large  collection 
of  pus.  The  woman  passed  only  a  drachm  of  urine  in  the  fol- 
lowing forty-eight  hours.  Her  kidneys  reacted,  and  she  recov- 
ered, notwithstanding  the  fact  that  the  undertaker  had  been 
ordered  to  come  for  her,  as  we  felt  sure  she  would  die,  and  we 
told  him  to  hold  himself  in  readiness  to  receive  her.  She  got 
well  in  spite  of  our  anaesthesia  and  a  complicated  operation 
which  lasted  some  forty  minutes.  In  this  class  of  cases  a  num- 
ber of  patients  die  a  few  hours  after  the  operation — die  from  so- 
called  shock,  die  of  collapse ;  and  it  is  difficult,  indeed,  to  say 
whether  they  die  of  surgery  or  ether.  I  am  satisfied  they  die  of 
ether,  or  of  what  I  sometimes  call  "  chronic  surgery."  A  recent 
teacher  said  to  a  class  of  some  eight  hundred  medical  students  in 
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a  difficult  operation,  while  be  was  Bweating  over  it,  "Gentlemen, 
you  will  have  many  a  difficult  case  to  deal  with,  hut  you  must 
wriggle  through  with  them  some  way." 
Dr.  Albert  Vanderveeb,  of  Albany,  N.  V. — I   bav< 

tened  to  the  paper  with  much  interest  as  well  as  the  discus 
I  have  read  many  of  the'  papers  that  have  been  given  to  the  pro- 
fession within  the  past  few  year-,  and  have  endeavored  to  gather 
from  them  all  the  information  I  could  bearing  upon  this  subject, 
especially  the  report  of  the  Hyderabad  Commission,  and  the  paper 
presented  to  the  profession  by  Dr.  McGuire.  While  Dr.  McGuire 
is  a  little  emphatic  in  Baying  that  we  should  not  be  dogmatic  in 
our  use  of  anaesthetics,  there  is  a  little  expression  of  dogmatism 
here  to-day. 

Dr.  Price  spoke  of  deaths  from  ether.  When  we  look  back  to 
the  cases  that  have  died  where  chloroform  or  ether  has  been  ad- 
ministered, we  generally  find  a  pathological  condition  there  that 
accounts  for  the  death.  Take  a  case  like  this :  You  have  a  man 
suffering  from  stone  in  the  bladder;  you  examine  his  urine  with 
the  utmost  care  ;  you  find  no  casts  present ;  there  is  an  absence 
of  renal  epithelium  ;  you  feel  comparatively  easy  also  as  regard.- 
the  pelvis  of  the  kidney  ;  you  do  a  supra-pubic  cystotomy.  Such 
a  case  I  had  not  long  ago  in  a  man  seventy-two  years  of  age.  I 
did  an  operation  for  a  good-sized  stone,  and  believed  his  kidneys 
were  in  good  condition.  Ether  was  given  as  an  anaesthetic.  The 
operation  was  quick ;  the  patient  recovered  nicely,  but  died  on 
the  fifth  day  with  the  symptoms  of  collapse.  Pulse  very  weak 
some  time  previous  to  death. 

We  made  a  post-mortem,  and  found  in  the  pelvis  of  the  kidney 
a  number  of  small  multiple  abscesses,  only  one  kidney  being  af- 
fected in  this  way.  The  other  kidney  had  a  red,  hypenemic  ap- 
pearance. These  kidneys  correspond  with  what  we  call  a  BurgicaJ 
kidney.  If  there  is  any  gentleman  here  who  has  studied  this 
subject  will  he  kindly  tell  us  how  to  diagnosticate  surgical  kidney, 
and  tell  us  when  it  is  present? 

When  we  have  an  experienced  anaesthetist  to  admister  the 
iietic  I  believe  chloroform  can  be  used,  and  that  we  should 
make  our  operations  as  quick  as  possible.     I  do  not  think  it  pro- 
duces albuminuria,  for  I  have  seen  deaths  from  chloroform,  but 
not  a  death  from  ether.     Early  in  my  practice  I  felt  that  chloro- 
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form  was  an  anasthetic  that  should  be  Ufled  with  care, and  I  have 
avoided  it  to  a  great  extent  for  this  reason.  I  saw  early  a  death 
from  chloroform  where  the  anaesthetic  was  given  only  for  a  few 
minu:-  ther  case  occurred  in  the  practice  of  one  of  my 

in  Albany,  where  a  man  came  into  the  clinic  in 
the  condition  Dr.  Price  speaks  of — an  alcoholic  condition. 
He  had  some  trouble  with  his  finger.  The  surgeon  said  we 
will  amputate  this  fingi  r.  Ether  was  used,  but  he  was  in 
such  a  condition  that  a  few  drops  of  chloroform  were  added, 
mixing  the  two.  The  man  had  taken,  perhaps,  but  half  an 
ounce  of  the  mixture,  and  was  dead.  A  short  time  ago  another 
physician  in  our  part  of  the  country  had  done  an  operation  upon 
a  man's  face  and  chin.  I  believe  he  had  done  the  operation  in 
his  office.  The  man  came  back  for  an  operation  to  loosen  up 
some  cicatricial  tissue.  The  doctor  had  no  one  present  but  two 
medical  students  who  had  given  chloroform  before.  They  com- 
menced to  use  chloroform,  and  before  the  doctor  was  ready  to 
begin  the  operation  the  man  was  dead.  In  my  operations  upon 
children  I  use  chloroform.  I  use  chloroform,  perhaps,  in  some 
cases  where  we  have  a  very  strong  able-bodied  man  to  operate 
on. 

In  regard  to  ether,  one  gentleman  made  the  assertion  that  we 
must  select  our  cases  with  care.  If  we  have  reason  to  suspect 
kidney  difficulty,  I  think  chloroform  is  the  safer.  In  the  ad- 
ministration of  ether  I  do  not  like  to  say  how  may  times  I  have 
used  it.  I  have  always  made  an  effort  to  get  one  special  man  in 
my  city  to  administer  the  anaesthetic,  but  if  I  have  a  telegram  to 
go  a  few  miles  in  the  country  to  see  a  case  of  stranugulated  her- 
nia, and  my  assistant  is  not  to  be  found,  I  have  to  rely  upon  some 
one  else  to  give  it.  I  find  that  in  a  large  number  of  cases  I  am 
obliged  to  do  this  to  some  extent.  If  there  be  a  condition  of 
anxiety  I  give  sometimes  a  hypodermatic  of  one  hundred  and  fif- 
tieth of  a  grain  of  atropine  and  one-sixth  of  a  grain  of  morphine. 
It  relieves  the  nausea,  etc. 

Dr.  H.  P.  C.  Wii.-on,  of  Baltimore,  Md. — We  have  under 
discussion  a  subject  which  is  interesting  to  every  one  of  us,  and 
I  simply  arise  to  give  my  testimony  in  regard  to  the  use  of  these 
anaesthetics.  I  have  been  giving  chloroform  for  forty  years,  and 
I  continue  to  give  it,  and  I  prefer  it  above  all  anaesthetics.     It  is 
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true  deaths  occur  from  chloroform,  and  deaths  occur  from  ether. 
Deaths  occur  from  alcohol,  ether,  and  chloroform.  I  saw  one 
reported  yesterday  from  the  alcohol-ether-chloroform  mixture, 
and  the  point  that  has   been  brought  out  to-day  is  a  very  Btrong 

one — that  is,  you  must  have  the  proper  man  to  give  the  ana-stl:  tic. 
Personally,  I  cannot  do  myself  or  my  patients  justice  if  I  have 
an  inexperienced  man  to  give  the  anaesthetic.  I  low  often  I  have 
given  chloroform  I  cannot  say:  certainly,  I  think,  ten  or  !i 
thousand  times  in  forty  years'  practice.  Hardly  a  day  p 
that  I  do  not  give  it,  and  sometimes  repeatedly.  I  have  never 
seen  the  slightest  ill  effect  from  it,  nor  have  I  ever  seen  a  case  in 
which  I  was  frightened  as  to  the  result ;  and  in  going  the  rounds 
of  the  hospitals  in  Europe  year  after  year  I  have  not  seen  ether 
given  once.  I  have  seen  the  surgeons  in  the  general  hospitals  of 
Liverpool  giving  chloroform  profusely.  I  saw  one  gentleman  give 
alcohol,  chloroform,  and  ether,  and  that  was  Dr.  Savage,  of  Bir- 
mingham, one  of  the  most  skilful  and  successful  operators  in  the 
whole  of  Europe;  hut  he  is  the  only  one  that  I  have  seen  use  any- 
thing hut  chloroform  either  in  Edinburgh,  Berlin,  Liverpool,  Lon- 
don, or  Paris.  We  all  feel  when  we  are  operating,  on  account  of 
the  sentiment  of  the  profession  in  some  localities,  that  if  a  patient 
dies  with  ether  it  is  all  right,  but  if  she;  dies  with  chloroform  it 
is  all  wrong ;  hence  it  is  some  of  us  get  nervous  when  we  have  a 
weak  patient.  We  give  chloroform  for  some  time,  and  if  the 
patient  seems  a  little  weaker  we  are  tempted  to  give  ether, 
simply  because  of  the  prejudice  against  chloroform  in  some 
localities;  and  we  know  that  if  from  any  cause  our  patient 
should  die  during  or  after  chloroform  we  are  sure  to  be  blamed. 
Not  so  with  ether.  The  former  is  just  as  safe  as  the  latter  when 
judiciously  given. 

Dr.  W.  H.  H.  Cobb,  of  Goldsboro',  N.  C. — I  heartily  agree 
with  what  has  been  said  by  Dr.  Wilson,  and  I,  like  him,  am 
wedded  to  chloroform.  I  have  used  ether  but  very  little,  and 
would  not  use  it  except  I  had  a  case  of  "  chronic  surgery"  that 
Dr.  I 'lie*'  speaks  of.  I  think  a  great  deal  depends  upon  the 
manner  "tit-  administration.  A  great  many  push  it  too  rapidly. 
I  always  precede  it  by  giving  whiskey  or  brandy,  and  a  small 
dose  of  atropine  and  morphine  with  it.  I  never  push  it.  If  I  cannot 
have  the  proper  assistant  [  watch  the  patient  myself  until  1  ...I 
him  thoroughly  under  the  influence  of  it.     I  watch  the  respira- 

-  Bun 
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tion  more  than  I  would  the  pulse.     A  great  many  physicians 
feel  the  pulse  and  do  not  watch  respiration.     I  find  respiration 

would  indicate  danger  quicker  than  the  pulse. 

Dr.  Richard  Douglas,  of  Nashville,  Tenn. — The  subject,  I 
believe,  was  albuminuria  and  its  relation  to  surgical  operations. 
The  discussion  has  taken  rather  a  turn  toward  the  use  of  anaes- 
thetics, and  I  only  wish  to  say  that,  personally  I  prefer  chloroform. 
But  Dr.  Price  has  sounded  the  keynote.  The  sentiment  of  the 
-i<m  and  laity  is  against  us  if  we  should  have  a  death  from 
chloroform,  and  for  that  reason  I  fear  to  use  it  as  a  general 
anaesthetic,  though  I  usually  prefer  it. 

It  has  occurred  to  me  to  meet  with  several  cases  of  abdominal 
surgery  in  which  I  found  albuminuria  present ;  and  only  recently 
I  had  the  misfortune  to  have  a  case  of  suppurating  ovarian  cyst 
come  under  my  care,  in  which  the  microscope  revealed  an  abund- 
ance of  tube  casts  and  undoubtedly  organic  disease  of  the  kidney. 
But  I  was  forced  to  operate,  and  then  I  gave  the  question  some 
consideration  as  to  what  anaesthetic  I  should  prefer.  Finally,  I 
deemed  it  best  to  give  chloroform.  Absolute  suppression  of  urine 
followed,  although  there  was  reaction  from  the  shock  of  the  opera- 
tion. The  cyst  was  bound  down  by  adhesions  more  or  less ;  reac- 
tion followed,  suppression  of  urine,  and  then  death. 

In  all  cases  of  fibroids — and  I  meet  with  a  great  many  of  them 
— I  have  taken  the  precaution  to  examine  the  urine,  and  its 
occurrence  (albuminuria)  is  almost  a  constant  complication  with 
fibroids,  not  so  with  other  evidences  of  organic  disease  of  the 
kidney.  You  find  albumin  arising  from  pressure,  if  that  may  be 
given  as  a  cause  of  albuminuria  in  pregnancy.  We  should  be 
careful  to  look  for  something  else  than  albuminuria.  The  essayist 
in  his  conclusions  says  that  albumin  was  always  an  evidence  of 
organic  disease  of  the  kidney,  if  I  understood  him  correctly.  It 
seems  to  me,  that  statement  is  hardly  borne  out  by  authorities.  It 
is  recognized  as  a  transient  affair,  sometimes  due  to  many  causes 
— emotional ;  for  that  reason,  I  should  not  regard  the  presence  of 
albumin  itself  as  a  contra-indication  for  operation. 

Dr.  Henry  O.  Marcy,  of  Boston,  Mass. — It  is  scarcely  fair 
to  prolong  this  discussion,  yet  I  find  every  man  has  his  opinion 
and  the  reason  therefor,  and,  coming  as  I  do  from  the  East,  it  is 
perhaps  expected  that  I  should  say  a  few  words  in  defence  of 
ether  as  an  anaesthetic. 
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The  question  which  our  reader  has  given  us  seems  to  me  to 
have  been  fairly  stated.  I  congratulate  the  essayist  upon  his 
thoughtful  paper ;  it  will  thoroughly  bear  re-reading  after  it  shall 
have  been  published  in  the  Transactions,  I  am  glad,  however, 
the  discussion  has  taken  a  broad  range,  because  it  is  a  practical 
question,  and  one  difficult  of  solution.  We  all  have  our  impres- 
sions, thoughts,  experiences,  and  conclusions  in  reference  to  this 
matter,  and  have  a  perfect  right  to  them. 

I  recall  my  experience  with  Sir  James  Paget  in  St.  Bartholo- 
mew's Hospital,  more  than  twenty  years  ago,  immediately  follow- 
ing the  death  of  Sir  James  Simpson.  It  is  not  generally  known 
that  the  indirect  cause  of  his  death  was  the  giving  of  his  favorite 
anaesthetic,  chloroform,  the  patient  dying  on  the  table  before  the 
operation  was  commenced.  In  two  or  three  days  the  news  was 
telegraphed  over  the  world  that  this  great  master  of  surgery  was 
dead.  Angina  pectoris  was  the  so-called  cause  of  his  death.  At 
this  time  Sir  James  Paget  remarked:  "I  understand  you  are 
from  Boston,  and  that  you  believe  there  that  the  only  true  and 
proper  anaesthetic  is  ether.  Would  you  have  the  kindness  to  give 
it  before  my  class  in  my  amphitheatre,  and  explain  its  physio- 
logical effects?"  As  a  young  man,  facing  five  hundred  pupils,  I 
thought  it  was  a  rather  difficult  task.  He  said  :  "Ido  not  sup- 
pose sulphuric  ether  has  ever  been  administered  in  London  for 
surgical  operations  ;"  and  stated  that  within  seven  weeks  as  many 
deaths  had  been  reported  in  London  from  the  administration  of 
chloroform  alone. 

Dr.  Price  has  emphasized  the  danger  from  chloroform  in  its 
effect  upon  the  cardiac  function,  and  this  oftentimes  is  so  sudden 
and  pronounced  that  we  are  almost  helpless.  The  doctor's  experi- 
ence coincides  with  my  own,  for  I  have  seen  over  and  over  again, 
in  the  physiological  laboratory,  the  death  of  animals  from  the 
administration  of  chloroform  as  an  amesthetic.  I  believe  ether 
will  kill  when  it  is  given  in  unusually  large  quantities.  It  is 
sometimes  poured  on  to  a  napkin  with  the  freedom  of  water,  and 
then  physicians  wonder  why  there  is  not  free  and  satisfactory 
respiration.  They  displace  the  residual  air  in  the  hum-  by  the 
heavy  ether  vapor.  The  condition  of  the  patient,  the  stale  oi' 
the  kidneys,  and  the  general  physical  vigor,  are  all  questions  per- 
taining to  this  discussion,  which   we   have    not   time  to  enter  into 
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this  morning.  No  surgeon  has  a  right  to  assume  the  responsi- 
bility of  caring  for  his  patient  in  the  undertaking  of  a  grave 
surgical  operation  until  he  has  first  carefully  examined  and  de- 
termined  these  factors. 

The  best  paper,  and  allusion  to  it  has  been  omitted  by  every 
speaker,  is  that  which  was  road  by  Professor  Wood  at  the  Inter- 
national Medical  Congress  in  Berlin,  in  which  he  reviews  this 
subject  carefully,  showing  the  physiological  conditions  that  per- 
tain to  the  dangers  of  giving  ether  and  other  anaesthetics.  I 
promise  that  when  you  come  to  read  it  you  will  feel  greatly 
instructed  and  indebted  to  Professor  Wood  for  his  masterly 
article  upon  this  subject,  so  important  to  every  surgeon. 

Dr.  Long,  in  closing  the  discussion,  said :  I  do  not  pretend  in 
this  paper  that  the  subject  is  treated  exhaustively,  or  that  the 
deductions  I  have  drawn  are  conclusive.  I  only  hope  to  draw 
the  attention  of  the  Association  to  this  important  subject  in  its 
various  phases.  I  believe  from  my  observations,  that  many  sur- 
geons largely  overlook  the  dangers  which  may  arise  from  the 
kidneys,  and  that  we  have  very  confused  ideas  as  to  whether 
these  dangers  arise  from  the  effects  of  the  anaesthetics  or  from  the 
effects  of  an  operation. 

I  think  Dr.  Potter  has  sounded  the  keynote  when  he  said  we 
should  have  a  man  wrho  understands  the  giving  of  anaesthetics, 
and  that  man  should  have  a  due  appreciation  of  the  condition  of 
the  kidneys  and  the  dangers  that  arise  from  the  kidneys. 

Drs.  Baxter  and  McGuire  emphasized  one  point  I  hoped  to 
make,  that  the  term  albuminuria,  used  in  its  generic  sense,  is  an 
expression  of  kidney  trouble.  They  emphasized  the  fact  that 
such  a  condition  may  arise  from  the  shock  of  the  operation  inde- 
pendent of  the  anaesthetic.  The  researches  of  Englisch  show  that 
albuminuria  may  be  produced  by  abdominal  section  irrespective 
of  the  anaesthetic  given,  while  it  is  an  almost  everyday  experi- 
ence that  operations  on  the  genito-urinary  tract  induce  marked 
kidney  disturbance.  Therefore,  when  we  come  to  analyze  the 
influence  of  anaesthetics  upon  the  kidneys,  we  must  choose  opera- 
tions outside  of  the  abdominal  and  pelvic  organs. 

Dr.  Davis  says  an  anaesthetic  may  produce  suppression  of  urine, 
and  cites  an  experimental  laparotomy  on  a  dog,  in  which  sup- 
pression took  place ;  but  his  case  fails  to  illustrate,  because   in 
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abdominal  operations  it  is  impossible  to  separate  the  influence  of 
the  anaesthetic  from  that  of  the  operation. 

I  do  not  think  it  has  been  proven  that  we  can  have  a  perma- 
nent albuminuria  without  organic  lesions  of  the  kidneys.  While 
I  do  not  consider  in  all  cases  of  albuminuria  we  have  an  organic 
renal  lesion,  for  possibly  albuminuria  may  arise  from  some  func- 
tional disturbance,  yet  if  it  continues  organic  renal  lesion  always 
follows.  This  point,  raised  by  my  friend  Dr.  Westmoreland,  is  a 
little  foreign  to  the  purposes  of  my  paper.  Another  point  men- 
tioned by  Dr.  Davis  is  the  tests  for  albumin  ;  I  will  not  answer,  as 
it  does  not  properly  belong  here,  but  will  refer  him  to  my  lectures 
on  that  subject,  delivered  before  the  North  Carolina  Medical 
Society  this  year.     (See  Transactions  of  that  Society.) 


REMARKS   ON    SYSTEMIC    INFECTION   FROM 
GONORRIKKAL    POISONING. 


By  Bkdford  Brows    M.O.. 
Alexandria,    Ya. 


Scientific  investigation  has  recently  served  to  very  greatly 
clear  up  our  knowledge  of  the  causes  of  many  of  the  organic 
diseases  of  females,  to  arrive  at  more  satisfactory  conclusions 
of  the  uature  of  these  causes,  and  to  establish  the  fact  that 
many  of  those  formerly  attributable  to  other  causes  are  really 
due  to  gonorrheal  infection. 

I  propose  in  the  course  of  this  paper  to  treat  of  the  infection 
of  the  general  system  from  gonorrhoeal  poisoning  in  other 
respects  than  through  the  generative  organs  of  the  female,  and 
to  illustrate  these  remarks  by  the  description  of  the  history, 
the  progress,  and  termination  of  appropriate  cases.  These 
cases  came  under  my  own  observation  from  beginning  to  end. 
In  proportion  as  our  knowledge  of  the  infectious  microbe  of 
gonorrhoea  increases  we  are  enabled  to  realize  the  fact  that  it 
has  a  far  wider  scope  and  more  extensive  range,  and  that  it  is 
not  the  simple  and  innocent  disease  which  it  was  formerly 
supposed  to  be,  but  that  it  is  capable  of  being  conveyed 
over  the  entire  genito-urinary  system  by  continuity  of  surface 
wherever  there  may  be  found  an  epithelial  coating  connected 
with  this  system.  But  this  is  not  the  only  inlet  by  which  it 
may  find  entrance  into  the  system.  The  great  lymphatic  or 
absorbent  system  constitutes  another  most  Important  channel 
by  which  it  may  find  its  way  into  the  circulation.  In  the 
female  the  infectious  microbe  of  gonorrhoea  is  primarily  de- 
posited in  the  vagina,  and  begins  its  travels  from  that  point 
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into  the  canal  of  the  cervix  uteri  ;  then  traversing  the 
uterine  cavity,  enters  the  Fallopian  tubes  and  making  itfl 
way  to  the  fimbriated  extremities,  may  come  in  direct  contact 
with  the  ovarian  bodi  s  themselves,  and  even  the  delicate 
peritoneum.  And  with  whatever  epithelial  surface  it  may 
come  in  contact  it  there  finds  lodgement,  and  there  estab- 
its  peculiar  infectious  suppurative  form  of  inflammation 
that  is  capable  of  still  further  propagating  the  disease1.  Gon- 
orrhoea! endometritis,  salpingitis,  ovaritis  in  the  female,  and 
prostatitis,  cystitis,  ureteritis,  pyelitis,  and  pyonephm- 
tho  male,  are  all  capable  of  generating  gonorrhoea]  infection. 
Hen--  the  intractable  cases  we  meet  with  in  these  forms. 

In  the  male,  the  gonorrhoea!  microbe  having  come  in  contact 
with  the  orifice  of  the  urethra,  usually  terminates  its  travels 
short  of  the  bladder  and  even  of  the  prostate  gland.  But 
occasionally  it  passes  through  the  prostate,  enters  the  bladder, 
leaving  in  its  track  suppurative  prostatitis  and  cystitis,  and 
then  entering  the  ureter,  one  or  both,  transversing  these  tubes, 
developing  suppurative  ureteritis;  and  ultimately  finding 
iient  in  the  pelvis  of  the  kidney,  then  induces  pyelitis; 
and  entering  the  uriniferous  tubules  develops  pyonephi 
In  making  these  statements,  I  desire  to  say  that  they  are 
based  upon  the  carefully  observed  progress  of  cases  which 
have  come  under  my  observation  and  care  at  different  periods. 
Having  briefly  considered  the  extension  of  gonorrhoea]  infec- 
tion into  the  system  by  continuity  of  ephfthelial  surf- 
now  remains  to  discuss  its  absorption  into  the  system  through 
another  channel — that  of  the  lymphatic  vessels.  This  affords 
a  field  for  observation  almost,  if  not  quite,  as  interesting  as 
the  former.  As  a  rule,  the  gonorrhoea]  microbe,  when  conveyed 
through  the  lymphatic  does  nol     stablish  suppurative 

inflammation    as    when    traversing    the    epithelial     sui 
though  it  occasionally  does  in  the  form  of  suppurative  syno- 

[n  a  majority  of  cases  of  gonorrhoea  the 
germ  ifl  a  to  B  limited  extent    by  the   lymphatic-  lying 

along   the  urethra  and   Cowper's  glands,  and  thence,  having 
I  t«»  the  inguinal  glands, sets  up  true  gonorrhoea] 
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adenitis.     In  a  majority  of  >norrhoea  there  is  more 

or  Less  adenitis  <>f  the  inguinal  glands.  Bui  as  a  rule  the 
absorption  of  the  gonorrhoea]  microbe  cutis  there  And  ordi- 
narily the  extension  of  gonorrhoea!  infection  does  not  advance 

farther  than  the  membranous  portion  «»:"  the  urethra  or  - 
nal  ducts.     But  in  exceptional  cases  it  extends  t<>  the  furthest 
limit — in  the  male  the  kidney,  and  in  the  female  the  Fallopian 
tubes. 

The  inflammation  set  up  by  the  action  of  the  gonorrheal 
microbe  is  usually  local  ;  hut  it  may  and  does  in  certain  cases 
assume  the  type  and  play  the  true  role  of  pyemic  disease,  de- 
veloping in  its  progress  genuine  and  virulent  septicemia,  evi- 
dences of  which  I  design  to  present  in  the  course  of  this  paper, 
in  the  form  of  cases  illustrating  these  statements.  In  this 
connection  I  propose  to  report  the  histories  of  some  unique 
and  interesting  cases  of  gonorrhoeal  infection  traversing  the 
entire  mucous  tract  from  the  urethra  to  the  kidney,  develop- 
ing in  its  travels  suppurative  inflammation  in  every  organ 
traversed.  And,  again,  I  will  report  cases  of  systemic  poi- 
soning from  gonorrheal  infection  in  which  the  infection  was 
admitted  into  the  system  through  the  lymphatic  channels, 
developing  lymphangitis,  lymphademitis,  phlebitis,  synovitis, 
endocarditis,  and  destructive  ophthalmitis.  If  the  question  is 
once  admitted  that  gonorrheal  infection  can  be  absorbed  into  the 
system  through  the  lymphatic  channels,  as  can  be  demonstrated 
by  the  history  of  these  cases,  the  important  and  interesting  in- 
quiry arises,  What  is  the  character  of  its  peculiar  action  on 
the  vital  structures,  to  what  extent  does  it  progress,  and  what 
arc  the  ultimate  results  on  the  system,  and  whether  these 
effects  are  in  any  way  analogous  to  syphilis,  tuberculosis,  or 
struma.  So  far  as  my  experience  extends,  the  symptoms,  pro- 
gress,  and  results  of  the  systemic  infection  from  gonorrhoea 
pursue  a  well-defined  course  as  a  rule,  but  in  certain 
assuming  irregular  and  unique  forms.  The  inflammations  of 
the  genitourinary  mucous  tract  appear  in  the  form  of  pyo- 
genetic  lesions,  and  are  all  pus-producing,  whether  in  the  form 
of   urethritis,   prostatitis,  cystitis,   ureteritis,  pyelitis,  or    ne- 
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phrosis.  On  the  contrary,  bo  far  as  my  experience  extends, 
when  the  infectious  microbe  is  absorbed  through  the  lymphatic 
channels,  the  local  lesions  established  are  rarely  pus-producing 
in  their  tendenci 

SB  I. — This  was  the  case  of  a  perfectly  healthy  young  man, 
twenty-three  years  old,  of  robust  constitution.  He  contracted 
gonorrhea,  which  proved  to  be  an  attack  of  not  more  than  ordi- 
nary severity  until  about  the  second  week,  when  prostatitis  and 
cystitis  were  developed.  These  specific  inflammations  were 
accompanied  with  chill  and  rise  of  temperature.  In  the  left 
hypochondriac  region,  extending  from  the  bladder  to  the  kidney, 
precisely  in  the  line  or  course  of  the  ureter  on  that  side,  there 
was  pain  and  decided  tenderness  on  pressure,  which  began  to 
appear  about  the  time  that  the  prostatitis  and  cystitis  began  to 
subside.  This  pain  in  the  ureter  was  often  aggravated  by  sharp 
and  severe  paroxysms  of  a  painful  character,  resembling  ne- 
phritic colic.  Then  constant,  intolerable,  aching,  throbbing  pain 
over  the  region  of  the  left  kidney  was  developed,  with  albuminous 
urine.  These  symptoms  were^ preceded  by  decided  constitutional 
disturbance  in  the  form  of  rigors  and  fevers  and  perspiration-. 

In  this  case  it  was  not  difficult  to  see  that  the  gonorrhoea! 
infection  had  extended  to  the  bladder,  ureter,  and  left  kidney, 
developing  specific  inflammation  in  its  travels.  The  presence 
of  well-marked  ureteritis  in  this  case  preceding  the  attach  of 
nephritis  I  deem  of  sufficient  importance  to  dwell  upon  to 
some  extent.  I  am  not  aware  that  gonorrhoea]  ureteritis  has 
been  investigated  to  any  extent  heretofore  by  the  authorities. 
In  the  cases  coming  under  my  observation  the  number  has 
been  limited,  but  the  symptoms  have  been  clear  and  charac- 
teristic. 

The  pain  and  tenderness  correspond  perfectly  with  the  line 
of  the  ureter,  and  when  both  are  involved  they  correspond 
with  the  course  of  both  ureti  PS.  And  in  the  beginning  the 
pain  and  soreness,  instead  of  extending  downward  to  the 
bladder,  a-  in  the  case  of  nephritic  colic,  pursues  a  contrary 
course,  extending  gradually  t<»  the   kidney  from   the   bladder. 
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This  is  the  true  sign  of  differentiation  between  the  two  affec- 
tions.     In  gonorrhoea,  nephritis  is  consecutive  to  ureteritis. 

Daring  the  progr  as  of  the  case  there  were  occasional  ex 
nations  of  pain  resembling  nephritic  colic    These  paroxysms 

arc  particularly  liable  to  occur  when  the  urine  is  Loaded  with 
oral  s,  acting  as  an  irritant  to  the  eroded  mucous  surface. 
Alkaline  saturation  of  the  mine  will  prevent  or  modify 
these  paroxysm-,  but  will  not  relieve  the  deep-seated  pain,  as 
in  nephritic  colic. 

The  general  health  now  of  this  patient  became  seriously 
impaired.  There  were  daily  chills  and  fevers  and  perspira- 
tions, with  indications  of  pyaemia  and  progressive  loss  of  flesh 
and  strength.  After  a  continuation  of  these  symptoms  for 
some  two  or  three  weeks  a  large  quantity  of  pus  made  its 
appearance  suddenly  in  the  urine,  with  much  relief  to  the 
local  and  general  symptom-. 

The  urine  at  this  stage  was  daily  subjected  to  the  test  of  a 
powerful  microscope,  and  the  developments  resulting  were  of 
an  interesting  character.  In  the  broken-down  debris  and  pus 
of  the  left  kidney — found  in  the  urine — which  now  mani- 
festly contained  a  large  abscess  and  was  in  the  process  of 
disintegration,  at  every  microscopic  examination  could  be  seen 
beautifully  clear  and  well-defined  specimens  of  Malpighian 
bodies — some  entire,  others  only  in  part — and  also  perfect 
specimens  of  uriniferous  tubules.  These  specimens  were  not 
only  present  for  a  day,  but  were  observed  at  each  examination 
during  the  entire  progress  of  suppuration,  which  continued  for 
several  weeks.  Finally  the  debris  of  the  broken-down  kidney 
disappeared  from  the  urine,  then  the  pus-formation,  and  then 
the  lo"al  symptoms  subsided  and  the  general  condition  im- 
proved. The  system  finally  righted  itself  and  the  man 
recovered,  doubtless,  with  only  one  kidney  and  a  closed 
ureter.  The  treatment  in  this  case  consisted  largely  of  milk 
diet,  bicarbonate  of  soda,  phosphate  of  soda,  and  quinine.  This 
patient  took  for  many  weeks  from  two  to  three  pints  of  milk 
daily,  thirty  grains  of  bicarbonate  of  soda  combined  with  the 
phosphate  after  each  meal,  and   five  grains  of  quinine  after 
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meals  also.     The  only  bread  used  was  made  from  unbolted 
flour.       And  although  this  case  occurred    many   years  , 
previous  to  the  introductioD  of  our  modern  antiseptic  treat- 
ment— tin*  results  were  good. 

In  the  history  of  this  interesting  ease  we  have  all  the  evi- 
-  of  extension  of  gonorrhoea!  infection  to  the  prostate 
gland,  the  bladder,  the  ureter,  the  pelvis  and  tubular  struc- 
ture, and  Malpighiao  bodies  of  the  kidney;  the  establishment 
of  suppurative  inflammation  and  abscess,  and  the  breaking- 
down  of  the  renal  structure  -  ape  of  the  pus  and  debris 
of  the  organ  in  the  urine,  and  finally,  after  a  long  and  tedious 
process,  in  which  the  entire  wasting  of  the  organ  d,  the 
capsule  closes  and  the  man  recovers  with  a  single  kidney  and 
an  obliterated  ureter.  After  recovering  from  all  this  I  saw 
this  man  some  years  after  and  found  him  apparently  in  perfect 
health. 

Case  II. — This  was  the  case  of  a  young  married  female,  aged 
about  twenty-five.  She  had  only  been  married  some  four  months 
when  she  contracted  gonorrhoea  from  her  husband.  This  woman 
at  the  time  was  apparently  in  a  perfect  state  of  health.  The 
urethra  was  involved  in  the  gonorrhceal  inflammation  from  the 
beginning  in  connection  with  the  vulva  and  vagina.  At  an  early 
period  cystitis  was  developed,  accompanied  with  marked  consti- 
tutional disturbance.  Then  she  began  to  suffer  with  constant, 
burning,  deep-seated  pain  along  the  course  of  both  ureters.  These 
pains  would  occasionally  be  greatly  increased  in  intensity  and 
assume  the  form  of  severe  and  intolerable  darting  pains  in  the 
direction  of  the  kidneys.  There  was  much  deep-seated  tender- 
ness along  the  line  of  the  ureters  to  the  lumbar  region  on  both 
sides.  The  pain  and  tenderness  over  the  regions  of  the  kidneys 
now  became  constant  and  harassing,  and  could  be  greatly  a| 
vated  by  firm  pressure.  The  urine  also  became  decidedly  more 
scanty,  and  when  subjected  to  heat  and  nitric  acid  indicated  one- 
eighth  of  albumin,  and  under  the  microscope  indicated  the  pres- 
ence of  tubular  casts.  As  the  case  prog  reused  the  ratio  of  albumin 
increased  until  it  reached  finally  50  per  cent.  The  nervous 
centres  at  an  early  period  of  the  nephritic  disease  mani 
indications  of  anemic  ;  fhere  was  inci  stupor 
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and  delirium  until  profound  coma  was  established.   Then  uromio 
oonvulsione  terminated  the 

This  was  the  second  case  of  gonorrhoea]  nephritis  coming 
under  my  charge,  and  was  probably  of  the  discriminative 
variety.  It  should  be  stated  In  this  connection  that  the  mem- 
strual  functions  in  this  ease  were  regular  and  even  returned 
daring  the  attack.  In  contemplating  the  history  of  this  case, 
the  thought  suggests  itself  whether  or  not  the  extension  of 
gonorrheal  infection  may  not  be  the  cause  of  acute  and  chronic 
nephritis  more  frequently  than  is  usually  supposed,  dims 
there  may  be  eases  in  which  the  symptoms  of  cystitis,  un  t<  li- 
tis, and  nephritis  are  more  insidious  and  obscure,  and  that 
may  escape  notice,  and  are  more  gradual  in  development.  In 
the  present  case  the  progress  of  the  extension  of  ironorrhceal 
infection  to  the  bladder,  the  ureter,  and  finally  the  kidneys, 
was  so  clearly  manifested  as  to  dispel  all  doubts. 

Case  III. — The  subject  of  this  case,  which  was  of  an  exceed- 
ingly interesting  and  complicated  character,  was  a  young  man  of 
perfectly  healthy  constitution,  aged  twenty-seven.  For  the  first 
ten  days  the  attack  of  gonorrhoea  which  he  contracted  pursued  a 
moderate  course.  Then  the  desire  for  micturition  became  more 
frequent  and  painful,  until  the  pain  at  every  attempt  at  urination, 
both  in  the  urethra  and  extending  down  to  the  anus  and  the  rec- 
tum, became  intolerable — beyond  anything  in  my  experience — 
and  was  accompanied  with  excessive  tenesmus  of  both  bladder  and 
rectum.  Very  soon  there  was  complete  retention  of  urine.  An 
examination  per  rectum  disclosed  an  enlarged,  inflamed,  and 
exquisitely  tender  prostate  gland,  pressure  on  which  caused  the 
return  of  the  same  exquisite  burning  pain  complained  of  in  the 
rectum  on  urination.  An  attempt  to  introduce  a  catheter  to 
relieve  the  over-distended  bladder  caused  intolerable  pain,  while 
a  similar  attempt  under  chloroform  was  found  impracticable.  A 
proposition  to  aspirate  the  bladder  was  declined  by  the  patient  and 
his  friends.  I  now  determined  to  begin  the  frequent  use  of  hot- 
water  douches  in  the  urethra  to  the  prostate  gland,  which  I  have 
tried  on  previous  occasions  in  similar  cases.  A  hypodermic  of  half  a 
grain  of  morphine  was  administered,  and  the  douches  as  hot  as 


BEDFORD  BROWN.  4.-, 

could  be  borne  were  lt'i v»n  in  the  urethra  by  mean-  of  the  small 
nozzle  of  Davidson's  syringe,  and  thrown  up  to  the  prostate  every 
half-hour  with  infinite  comfort  to  the  patient.  In  five  or  >ix 
hours'  time  I  had  the  satisfaction  of  witnessing  my  patient  evacu- 
ate the  bladder  with  but  little  pain.  But  there  .still  existed  an 
inflamed  and  exquisitely  tender  prostate  gland,  destined  to  give 
infinite  trouble  during  the  progress  of  the  ease. 

The  urine  in  this  ease  was  intensely  acid,  for  the  correction  of 
which  large  doses  of  bicarbonate  of  potash  were  now  used.  I 
found  that  this  intense  irritability  and  painfulness  of  the  prostate 
was  largely  due  to  the  hyper-acidity  of  the  urine,  that  while 
the  prostate  was  still  inflamed  when  the  urine  was  rendered  per- 
fectly neutral  by  the  alkalies,  the  pain  on  micturition  diminished 
or  ceased,  and  the  patient  was  in  comparative  comfort.  I  found 
that  one  drachm  of  the  potash  four  times  a  day  was  requisite  to 
accomplish  that  object.  But  as  soon  as  the  alkaline  treatment 
ispended  and  the  litmus  indicated  the  least  acidity,  the  pain 
on  micturition  would  return. 

Under  treatment,  the  attack  of  prostatitis  gradually  subsided. 
Then  a  violent  form  of  gonorrhoea!  cytitis  was  developed,  accom- 
panied with  a  discharge  of  blood  and  mucus.  The  urine  now 
became  alkaline  and  deposited  in  abundance  triple  phosphates. 
In  each  of  these  attacks  of  cystitis  and  prostatitis  they  were 
ushered  in  by  violent  rigors  and  fever,  and  great  constitutional 
derangement. 

In  this  ease  of  cystitis  the  peroxide  of  hydrogen  in  25,  then 
40,  per  cent,  solution,  as  a  local  remedy,  was  thrown  into  the 
bladder  through  a  soft  catheter  "very  three  or  four  hours. 
Internally,  ten  grains  of  benzoic  acid  in  capsules  three  times 
daily  were  administered,  which  cleared  up  the  urine,  and  finally 
subdued  the  cystitis,  but  not  before  ureteritis  had  developed. 
This  was  denoted  by  pain  and  tenderness  along  the  com 
both  ureters,  and  occasionally  sharp,  lancinating  pains  extend- 
ing front  the  bladder  to  the  region  of  the  kidneys.  A  deep- 
I  settled  pain  now  began  in  the  region  of  tie-  kidneys, 
which  could  be  greatly  increased  on  pressure.  A  small 
amount   of  albumin  at  this  appeared   in  the  urin 

the   first   time;    then   bloody   urine,    in    which   the   blood    was 
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intimately  mixed  with  the  urine.    The  infection  had  doubt 
traversed  the  full  Limits  of  the  genito-urinary  tract,  and  had 

invaded  the  pelvis  and  uriniferous  tubules  of  the  kidneys,  and 

up  desquamative  nephritis.    Under  the  free  use  of  benzoic 

acid,  salol,  and  iodide  of  potassium  the  ureteritis  and  nephritis 

passed  away,  and  we  congratulated  ourselves  that  the  patient 
was  again  a  free  man.  He  had  now  been  confined  to  his  bed 
more  than  two  months.  But  in  this  expectation  we  were 
destined  to  disappointment. 

There  was  a  slight  return  of  urethritis  after  its  entire  sub- 
sidence. The  lymphatics  along  the  corpus  spongiosum  became 
painful,  swollen,  and  inflamed  like  red  lines,  extending  along 
on  the  side  of  the  corpus.  Then  the  glands  of  Cowper  became 
involved  in  the  lymphangitis,  and  very  soon  the  inguinal  glands 
on  both  sides  also  became  extensively  involved  in  a  very  intense 
degree  of  gonorrheal  adenitis.  The  development  of  lymphan- 
gitis was  preceded  by  violent  rigors  and  accompanied  by  high 
fever.  Thus  the  appearance  and  subsidence  of  each  compli- 
cation could  be  predicted  accurately  by  the  development  and 
subsidence  of  constitutional  disturbance.  The  lymphadenitis 
was  not  confined  to  the  inguinal  glands,  but  extended  rapidly 
to  the  lymphatics  of  the  thigh  and  abdomen  connected  with 
them,  displaying  a  number  of  red  lines  radiating  from  the 
inguinal  glands  in  various  directions,  witli  erysipelatous  patches 
between  these  red  lines.  The  type  of  fever  now  assumed  a  septic 
form.  This  complication  was  treated  locally  by  means  of  an 
ointment  composed  of  iodine,  ichthyol,  iodoform,  of  each  5j  ; 
lanolin  and  cosmoline,  of  each  5j,  combined  in  an  ointment, 
and  spread  over  the  diseased  surface  twice  daily  and  covered 
with  cotton.  Internally,  thirty  grains  of  quinine  in  ten-grain 
doses  were  administered  per  diem;  one  grain  of  the  sulphide 
of  calcium  every  three  hours,  and  ultimately  the  iodide  of  iron. 
This  method  of  treatment  sufficed  after  three  weeks  to  subdue 
the  lymphadenitis  and  erysipelas,  and  the  patient  congratulated 
himself  again  that  he  was  once  more  on  the  road  to  recovery. 
But  we  were  again  doomed  to  disappointment  in  this  antici- 
pation.     The  patient,  althou  atly  reduced,  emaciated, 
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and  prostrated,  after  an  interval  of  a  few  day-  of  comfort, 
bad  a  prolonged  and  violent  chill,  followed  l>y  high  fever, 
with  a  temperature  of  105°,  and  then  a  violent  form  of  '-rural 
phlebitis  of  the  veins  of  the  Left  thigh,  extending  to  th 
the  leg.  The  external  vein-  of  the  limb  became  inflamed, 
swollen,  hard,  painful,  and  tortuous,  as  ifi  Been  in  phlegmata 
dolens. 

This  complication  was  treated  by  a  continuation  of  the  quinine 
in  ten-grain  doses,  twenty  drop-  of  the  tincture  of  chloride  of 
iron  every  three  hours,  and  the  same  ointment  as  in  the  former 
case.  The  attack  gradually  subsided,  and  in  two  or  three 
weeks,  with  the  exception  of  some  varicose  veins,  the  patient 
was  supposed  to  be  a  well  man,  but  exce  dingly  dubious  as  to 
the  future.  Another  chill  and  fever  ushered  in  an  attack  of 
gonorrheal  synovitis,  involving  both  ankles,  knees,  and  hip- 
joints.  The  salicylates  and  alkalies  did  not  even  palliate  the 
attack  ;  but  five  grains  each  of  salol  and  phenacetine  com- 
bined, every  three  hours,  and  ten  or  fifteen  grains  of  iodide 
of  potassium  three  times  a  day,  finally  completely  subdued 
the  rheumatic  disease.  After  recovery  from  this  trouble  but 
one  more  complication  awaited  my  patient,  who  had  been  con- 
fined to  his  room  about  four  mouths,  and  was  in  an  almost 
exhausted  condition. 

The  history  of  this  remarkable  case  exemplifies  a  constitu- 
tional condition  the  most  susceptible  to  gonorrheal  poisoning 
that  has  ever  occurred  in  my  knowledge.  Finally  orchitis,  of 
a  very  acute  and  painful  character,  set  in.  As  my  method  of 
treating  this  complication  differs  materially  from  that  usually 
[rue,  I  trust  that  I  shall  be  pardoned  for  dwelling  on  it 
!••  Length.  I  published  a  paper  in  the  American  Journal 
of  th<  '  Science*  some  twenty-four  years  ago  on  this 

method  of  treatment,  and  since  that  time  have   had  no  cause 
to  regret  it-  adoption.     The  internal  treatment  consists  in  the 
administration  of  twenty  -rains  of  bromide  and  live  grains  of 
iodide  of  potasium  every  three  hours  until   bromism  ap] 
when  it  has  almost  invariably  occurred   that  the   local  d 
begins    to  Bubsidej  then   the   remedy  is  either  withdrawn  or 
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ted.      Hypodermics  of  morphine  under  the  skill  of  the 
scrotum  are  also  used.     I  regard  the  bromides  as  exercis 
specific  sedative  action  and  alterative  influence  on  the  (unctions 
of  the  human  testis — aol  only  on  its  sexual  functions, but  also 
on  it-  nervous  and  circulatory  (unctions,  and  probably  on  the 
08  of  the  vasomotor  branches  distributed  to  the  organ. 
That   they  lessen  engorgement,  Bubdue   inflammatory  action, 
diminish  irritation  and  pain,  the  results  of  their  use  in  a  large 
number  of  cases  in  the  past  leave  no  room  to  doubt.     The 
•ported  here  was  treated  very  successfully  in  a  period  of 
ten  days.     This  patient,  who  had  passed  through  the  most 
extraordinary  series  of  gonorrhoea]  complications  in  my  own 
or  the  experience  of  any  other  observer,  after  a  long  convi- 
nce finally  recovered. 

Case  IV. — This  ease  affords  a  remarkable  and  clear  illustra- 
tion of  the  rapidity  with  which  the  system  may  be  pervaded  by 
the  infectious  microbe  of  gonorrhoea  and  of  its  destructive 
ravages  in  certain  cases.  This  young  man,  eighteen  years  old, 
contracted  gonorrhoea.  In  the  third  week  violent  gonorrhceal 
synovitis  developed  in  both  ankles  and  knees.  This  was  preceded 
by  rather  violent  lymphadenitis  in  both  inguinal  regions.  Very 
speedily  septic  endocarditis  supervened  of  a  dangerous  character, 
and  consecutively  to  this  in  rapid  succession  a  most  violent  deep- 
seated  pain  began  in  the  eyeball  which  gave  exquisite  pain  on 
pressure.  In  this  case  there  was  no  conjunctivitis,  but  a  violent 
grade  of  sclerotitis  and  choroiditis,  constituting  a  very  serious 
ophthalmitis.  In  this  instance  the  ophthalmitis  was  manifestly 
not  produced  by  contact  of  gonorrhceal  matter  with  the  conjunc- 
tiva, hut  by  absorption  of  the  gonorrhceal  microbe  through  the 
channels  of  the  lymphatic  system  and  its  transmission  through 
the  genera:  circulation,  coming  in  contact  in  this  way  with  the 
internal  structure  of  the  eye.  All  anti-rheumatic  remedies  were 
used  faithfully  in  this  case,  without  saving  the  heart  or  eye  from 
hopeless  disease. 

;  V. — This  ease  affords  a  very  excellent  illustration  of 
what  may  be  termed  gonorrhceal  septicemia.  It  occurred  in  a 
male,  aged  about  forty-live.  Very  soon  after  the  attack  of 
primary  gonorrhoea   prostatitis  occurred  of  not  a  severe  form, 
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but  sufficient  to  produce  obstruction  and  require  a  soft  catheter 
to  relieve  retention.  A  small  quantity  of  purulent  matter  ad- 
hered to  the  catheter  and  was  found  in  the  urine  each  day.  He 
had  Blight  chills  and  fevers  and  perspiration.-*  every  day.  But 
very  soon,  without  any  apparent  increase  in  the  local  disease  or 
any  renal  complication,  very  alarming  indications  of  systemic 
septic  infection  began  to  supervene.  There  was  tendency  to 
delirium,  to  stupor,  nausea,  dry  tongue,  and  mental  indifference. 
The  pulse  became  more  frequent,  the  tongue  intensely  dry,  the 
mind  more  clouded,  until  it  merged  into  profound  unconscious- 
ness and  the  patient  into  a  fatal  coma. 

In  conclusion,  it  may  be  said  that  in  the  treatment  of  the 
septic  systemic  infection  from  gonorrhoea,  the  class  of  remedies 
most  bucc  —fully  used  belonged  to  the  family  of  antiseptics. 
The  peroxide  of  hydrogen,  where  pus  is  concerned,  is  valuabL  . 
The  quinine,  sulphide  of  calcium,  chloride  of  iron  internally, 
and  ichthyol,  iodoform,  and  iodine  in  lymphadenitis,  erysipe- 
las, and  phlebitis,  locally,  all  proved  efficient.  The  salol  and 
phenacetine  and  iodide  of  potash  in  gonorrhceal  synovitis  acted 
well.  The  benzoic  acid  in  cystitis,  ureteritis  and  nephritis  cer- 
tainly served  a  good  purpose.  In  all  the  cases  of  gonorrhceal 
complication,  as  cystitis,  ureteritis,  nephritis,  and  prostatitis, 
accompanied  with  alkaline  urine,  depositing  the  triple  phos- 
phates and  ammonia,  I  use  the  pure  benzoic  acid,  twenty  or 
thirty  grains  per  day,  in  capsules.  If  the  urine  is  acid  I 
maintain  it  in  a  neutral  state  by  means  of  a  half  ounce  of 
bicarbonate  of  potash  per  day,  given  in  a  solution  of  citrate  of 
potash  flavored  with  syrup  of  orange-peel.  This  is  acceptable 
to  the  stomach  and  diminishes  pain,  irritation,  and  inflamma- 
tion, because  the  chief  irritants,  the  ammoniacal  phosphat.  a 
and  urates,  are  eliminated  from  the  urine. 

I  desire  here  to  allude  to  the  importance  of  constant  famili- 
arity with  the  state  of  the  urine  in  treating  the  complications 
of  gonorrhoea.       I  have  had   infinite  satisfaction   in  treat 
stricture  of  the   urethra    by  simply    maintaining    the    in 
when    too   acid,  in   a   neutral   condition    for  weeks  or  mon; 
It  1  Qgorgement,  inflammation,  irritation.     In  treating 
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prostatitis,  cystitis,  ureteritis,  and  nephritis  with  alkaline  am- 
moniacal  urine,  the  legacies  of  gonorrhoea,  I  have  infinite 
benefit  from  the  pnre  benzoic  acid  and  pulverized  uva  ursi 

in  five-  or  ten-grain  doses  frequently  repeated. 

DISCUSSION. 

Dr.  Robert  T.  Morris,  of  New  York. — The  cases  in  which 
gonorrlm-a  extends  along  the  adjacent  tracts  are  pretty  well  im- 
•od — at  least,  their  philosophy  is  known  to  ns.  But  I  know 
of  no  better  field  for  new  observation  than  that  of  the  classifica- 
tion and  elaboration  of  the  cases  of  gonorrhoea!  septicaemia  or 
gonorrheal  rheumatism,  so  called.  We  can  look  forward  to  and 
expect  all  of  the  symptoms  and  complications  from  gonorrhoea 
following  the  mucous  tracts  as  described  by  Dr.  Brown  ;  but  we 
cannot  anticipate  the  results  of  gonorrheal  septicaemia.  We  may 
have  different  forms,  from  a  simple  sensitiveness  of  the  nuchal 
cord  to  perhaps  suppurative  phlebitis  of  the  pampiniform  plexus, 
going  on  to  pyaemia,  and  death  from  emboli  or  suppurative 
phlebitis.  We  have  gradations,  from  a  simple  involvement  of 
the  fibrous  tissue  to  death  from  septic  embolism,  and  these  cases 
are  not  well  understood.  Authorities  do  not  describe  them  well. 
I  am  familiar  with  the  literature,  and  there  is  really  no  satisfac- 
tory literature  upon  the  subject  of  systemic  infection  from  the 
gonococci.  I  suppose  Neisser's  cocci  do  not  in  themselves  pro- 
duce suppuration,  but  are  followed  by  the  hungry  camp-follow- 
ers, the  pyogenic  microbes,  which  devour  whatever  they  want 
along  the  track  of  Neisser's  gonococcus.  There  is  hardly  a  phy- 
sician in  this  room  who  has  not  to-day  under  his  care  some  one 
case  that  he  calls  gonorrheal  rheumatism,  which  has  gone  on 
perhaps  to  hideous  deformity.  It  may  have  been  a  simple  ure- 
thritis at  first,  and  if  a  diagnosis  had  been  made  early  the  dis- 
ease might  have  flickered  quickly.  A  case  in  point  :  A  very 
wealthy  gentleman  who  had  travelled  all  over  Europe  to  be 
cured  of  rheumatism,  and  had  been  to  all  the  springs  and  special 
institutions  for  rheumatics.  When  I  saw  him  in  New  York  I 
thought  there  was  an  element  of  septicaemia  in  the  case.  I  found 
a  stricture  and  post-urethritis.  There  was  no  difficulty  in  divid- 
ing the  stricture  and  curing  the  post-urethritis,  and  the  man  is 
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going  about  to-day  without   a   stricture   and  without  a  Bingle 
symptom  of  the  rheumatism  which  he  had  been  told  was  incur- 
able by  high  authoriti  & 
I  repeat, that  there  is  uo  better  chance  for  original  work  than 

in  the  elaboration  and  classification  of  t lie  various  cases  of  sys- 
temic gonorrhoea!  septicaemia. 

One  point  in  regard  to  peroxide  of  hydrogen.  When  we  have 
chronic  Buppuration  of  the  urethra  or  bladder  we  can  use  per- 
oxide of  hydrogen  in  full  strength  in  a  certain  proportion  of 
without  doing  any  harm.  It  must  be  warmed  only  a  moment, 
and  not  very  warm,  before  it  is  introduced  into  the  bladder,  as 
otherwise  too  much  nascent  oxygen  would  escape.  One  ounce 
of  fifteen  volume  peroxide  of  hydrogen  will  throw  off  one  pint 
of  gas,  a§  we  can  make  this  estimate  when  using  peroxide  in  an 
obstructed  bladder.  The  gas  should  be  held  in  the  bladder  as 
Long  as  possible,  and  then  the  patient  passes  it  out  as  easily  as 
he  would  pas-  water,  with  a  sound  of  mockery  for  the  old  au- 
thorities who  solemnly  cautioned  us  against  getting  any  sort  of 
air  or  gas  into  the  bladder. 

Dr.  Joseph  Price,  of  Philadelphia. — I  agree  with  every- 
thing tiiat  has  been  said  by  Dr.  Brown  in  regard  to  gonorrhoea. 
It  is  an  exceedingly  common  and  virulent  disease.  It  fairly 
decimates  the  land.  We,  perhaps,  see  less  of  it  as  specialists, 
but  the  general  surgeons  have  their  wards  and  almshouses  full  of 
it.  I  consider  it  a  virulent  disease,  one  capable  of  very  great 
mischief.  The  sequelae  of  it  are  harmful.  You  all  remember 
that  a  few  years  ago  the  treatment  of  gonorrhoea  was  prohibited 
in  a  large  proportion  of  the  general  hospitals  in  large  cities,  and 
the  disease  was  largely  treated  at  one  time  by  intelligent  physi- 
cians, and  the  ravages  of  the  disease  were  not  so  common  then 
as  at  present.  At  present  we  all  know  that  every  drug-ston  - 
clan  Bhop,  and  it  is  exceptional  for  men  or  women  to  be  treated 
by  intelligent  physicians. 

I  agree  with  what  has  been  said  in  regard  to  the  seipiehe  of 
gonorrhoea,    Bchroeder  and  others  have  reported  numerous 
in  women,  and  we  have  all   proven   a  number  of  times  their  ob- 
servations and  statements.      I  desire  to  call   attention  to  on 
in  connection  with  the  cases  reported  by  Dr.  Brown.     I  once 
heard    Dr.   A.gnew    relate   a    case   of  a   prominent   lumber  nier- 
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chant,  a  man  with  large  business  interests,  who  had  a  family  of 

nine  children.     He  visited  Philadelphia  and  met  some  of  his  old 

Mends,  which  ended  in  a  debauch.     This  man  died  in  five  days 

after  from  prostatic  (deep-seated    abscesses,  io  one  of  our 

prominent  hotels.  This  is  one  of  many  cases.  One  of  my  class- 
mates in  the  University  of  Pennsylvania  died  in  five  days  from 
acute  prostatitis.  Others  have  been  exceedingly  ill.  I  recall  at 
least  three  deaths  from  gonorrhoea  in  medical  students.  I  might 
refer  briefly  to  some  of  my  early  experiences  in  the  treatment  of 
venereal  diseases.  While  a  resident  physician  of  the  old  Phila- 
delphia Dispensary  it  was  then  the  rule  not  to  treat  venereal 
diseases  in  the  institution,  but  I  asked  as  a  special  favor  of  the 
secretary  that  I  be  permitted  to  treat  all  venereal  diseases  after 
hours,  as  I  was  anxious  to  have  a  little  experience  just  then  in 
that  direction.  Consent  was  given,  and  I  soon  built  up  a  huge 
clinic  for  the  treatment  of  venereal  diseases.  I  call  attention  to 
this  to  verify  my  position  in  gynecology.  I  soon  had  a  clinic 
that  took  me  an  hour  and  a  half  or  two  hours  to  manage.  I 
had  a  large  number  of  cases  of  gonorrhoea,  chancroid,  bubo, 
phimosis,  prostatic  trouble,  vesical  and  renal  troubles.  I  took 
my  meals — my  dinner  and  sometimes  my  breakfast — with  my 
brother.  I  had  a  room  in  the  dispensary.  My  rule  was  to  go 
to  a  restaurant  near  by  to  get  lunch,  and  sometimes  my  break- 
fast if  I  had  slept  late.  I  soon  discovered  that  it  was  impossible 
to  dine  at  a  single  restaurant  without  being  waited  on  by  some 
one  whom  I  was  treating  for  bubo  or  gonorrhoea.  I  had  to  give 
up  going  to  restaurants  to  take  my  meals.  Some  of  these  pa- 
tients would  salute  me,  "Hello,  Doc!  What  will  you  have?"  I 
had  to  go  back  to  my  brother's  and  take  my  meals  with  him.  1 
call  your  attention  to  this  matter  to  emphasize  the  fact  that  I 
have  since  operated  upon  the  wives  of  those  men  for  huge  pus 
tubes,  ovarian  abscesses,  not  by  the  dozen,  but  by  the  hundreds. 
I  am  speaking  now  to  prominent  practitioners,  men  of  large  ex- 
perience and  good  judgment.  I  am  speaking  from  the  stand- 
point of  a  specialist.  I  do  nothing  but  pelvic  and  abdominal 
surgery,  and  do  not  consider  me  as  explaining  a  point  when 
making  a  statement  of  that  character.  For  the  last  six  years  I 
have  treated  more  cases  of  pelvic  disease  than  anyone  else  in 
Philadelphia. 
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Dr.  Marcy  treated  many  years  ago,  at  Harvard,  a  young  liber- 
tine for  gonorrhoea.  He  had  had  many  attacks,  hut  was  cured 
in  Boston.  lie  went  home  and  prostituted  a  prominent  young 
woman,  and  a  few  mouths  later  I  operated  on  her  for  double 
ovarian  abscess  and  double  pyosalpinx,  Baying  her  life.  I  knew 
this  young  woman,  I  treated  her  family  before  she  had  her  first 
sexual  experience.  I  knew  all  about  the  case,  knew  when  she 
contracted  gonorrhoea,  from  whom  she  got  it,  and  I  had  the 
opportunity  of  watching  her  until  I  removed  the  Lesions  men- 
tioned. I  could  allude,  had  time  permitted,  to  a  number  of 
cases  occurring  in  my  own  classmates.  I  remember  some  promi- 
nent Union  College  graduates,  one  particularly  of  Albany,  who 
contracted  gonorrhoea.  He  went  to  a  prominent  house  of  prosti- 
tution and  became  infected.  He  studied  theology  at  the  Union 
Theological  Seminary.  He  subsequently  married  a  healthy 
woman,  and  she  is  still  suffering  from  his  contamination,  and  she 
remained  sterile.  I  could  cite  a  number  of  eases  of  this  kind. 
I  allude  to  these  cases  briefly,  because  I  am  convinced  it  would 
be  an  easy  matter,  indeed,  to  prove  what  has  been  said  by  Dr. 
Brown. 

Dr.  George  A.  Baxter,  of  Chattanooga,  Tenn. — I  take  ex- 
ception to  two  points  in  the  paper.  One  is,  the  impression  left 
upon  my  mind  of  the  perfectly  satisfactory  treatment  the  Doctor 
gave  his  patients,  and  the  result.  To  me,  the  point  brought  out 
by  Dr.  Price  is  a  very  strong  one,  that  the  majority  of  these 
mild  cases  are  treated  in  the  drug-stores,  and  those  cases  that 
reach  the  surgeon  are  not  by  any  means  mild  or  easy  to  cure ; 
in  fact,  Dr.  Price  has  more  than  emphasized  the  fact  that  they 
are  not  cured,  otherwise  years  afterward  they  would  not  be 
capable  of  infecting  the  wives  they  had  married  in  subsequent 
years.  That  point  I  want  to  have  emphasized — that  the  majority 
of  the  severe  cases  are  only  partially  cured,  that  the  trouble  is 
left  behind.  The  disease  once  cured  would  be  incapable  of  in- 
fection afterward. 

Another  point  that  I  noticed  during  the  progress  of  the  paper, 
and  that  is,  by  medical  treatment  Dr.  Brown  promotes  absorp- 
tion of  the  stricture.  That  is  an  unknown  condition  to  me. 
I  do  not  think  any  medical  treatment  will  promote  absorption 


54  8FSTEMIC  INFECTION  FROM  90N0RRHCEA. 

of  a  stricture.  I  have  never  tried  it.  I  have  been  under  the 
impression  that  a  stricture  once  formed  was  a  permanent  matter, 
unless  relieved  by  electrical  treatment  or  by  cutting.  Even 
when  dilated  they  were  liable  to  recur  and  needed  actual  surgical 
interference. 

Dr.  A.  Vanuki:  Veer,  of  Albany,  N.  Y. — Since  I  have 
been  doing  abdominal  surgery  quite  exclusively  for  the  past  six 
or  eight  years,  1  can  emphasize  one  point  to  wliich  I  desire  to 
call  your  attention.  "When  a  conscientious  man  places  himself 
under  your  care  for  the  treatment  of  a  specific  urethritis  you 
treat  him  and  he  recovers,  as  you  believe.  He  says  to  you,  "  Doc- 
tor, am  I  in  a  condition  to  marry  ?"  I  have  that  patient  always 
go  through  this  test :  He  comes  to  my  office  with  his  bladder 
containing  six  or  eight  hours  of  urine,  and  I  allow  him  to  pass 
all  the  urine  he  can,  which  I  then  have  carefully  precipitated. 
I  examine  it,  and  if  there  is  any  pus  present  or  evidence  of 
prostatic  trouble,  I  say  to  him,  "  You  are  not  in  a  condition  to 
marry." 

Dr.  John  D.  S.  Davis,  of  Birmingham,  Ala. — I  fully  agree 
with  what  Dr.  Brown  has  said  in  regard  to  gonorrhceal  infection. 
The  real  question  for  discussion  is,  how  to  prevent  the  system 
from  infection.  A  young  man  several  years  ago  came  under 
my  care  who  had  gonorrhceal  infection  that  resulted  in  gonor- 
rhceal rheumatism,  which  confined  him  to  his  bed  for  six  months. 
He  was  finally  able  to  go  to  work,  and  about  eighteen  months 
after  that  he  received  infection  again,  and  was  again  attacked 
with  gonorrhceal  rheumatism.  He  was  in  bed  three  months  this 
time,  and  became  very  much  alarmed  from  the  stricture  result- 
ing from  it.  Last  year  he  was  inoculated  again — I  had  obliter- 
ated the  stricture  in  the  meantime.  He  came  to  me  in  great 
anxiety  and  dread,  and  pleaded  most  wofully  for  me  to  prevent 
or  keep  him,  if  possible,  from  having  this  rheumatism.  I  hardly 
knew  what  to  do.  I  told  the  young  man  to  go  to  bed  and  I 
would  do  all  I  could  for  him.  I  suggested  to  him  that  washing 
the  urethra  and  bladder  every  three  or  four  hours  might  pre- 
vent inoculation  of  the  system.  With  this  idea  in  view  I  made 
him  an  epicystic  surgical  fistula  by  means  of  my  first  method 
with  trocar  and  canula,  washed  out  his  urethra  and  bladder  with 
a  fountain  syringe  every  three  hours,  and  in  ten  days  he  had  no 
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discharge.  Urine  was  normal.  I  allowed  the  supra-pubic  open- 
ing to  close,  but  kept  up  the  washing,  and  the  young  man  got 
well  without  gonorrhoea]  rheumatism.  The  fistula  was  about 
five  or  six  weeks  in  closing. 

About  six  months  afterward  another  man  came  under  my 
observation  who  had  had  gonorrhoea  with  rheumatism  following  it. 
This  was  an  old  man  who  greatly  feared  the  results  that  would 
come  from  rheumatism.  I  gave  him  my  experience  with  the 
young  man  upon  whom  I  had  operated,  and  he  asked  mo  to  do 
an  operation.  I  did  a  similar  operation  upon  him,  and  he  had 
no  rheumatism  following  it. 

Now,  the  question  is,  Did  I  prevent,  by  this  thorough  and 
constant  cleansing  of  the  urethra,  which  can  be  done  in  no  other 
way,  systemic  infection?  I  am  inclined  to  the  opinion  that  I 
did.  When  opportunities  present  themselves  I  shall  do  the  same 
thing  again.  H,  then,  the  above  two  cases  were  really  cured 
by  this  perfect  washing,  is  it  not  true,  by  this  means,  we  have  a 
power  to  prevent  in  the  male  all  the  ill  effects  emphasized  in  the 
paper — urethritis,  prostatitis,  cystitis,  rheumatism,  etc.?  If  so, 
what  a  saving  of  life  and  suffering  is  possible  !  I  do  not  recom- 
mend that  everyone  should  resort  to  this  procedure,  even  in 
suitable  cases,  as  much  depends  in  the  thoroughness  of  the 
cleansing,  and  experience,  tact,  and  skill  is  required  to  keep  a 
urethra  and  bladder  clean. 

Dr.  Brown,  in  closing  the  discussion,  said:  I  am  very  much 
pleased  that  such  eminent  gentlemen  as  Drs.  Morris,  Price,  and 
others,  have  indorsed  my  paper,  and  in  regard  to  the  difference 
of  opinion  of  Dr.  Baxter,  I  would  say  that  probably  he  is  labor- 
ing under  a  mistake  in  regard  to  my  statement.  I  did  not  offer 
any  method  of  treating  gonorrhoea  in  this  paper.  Most  of  the 
cases  did  not  come  under  my  care  during  the  early  Btages  of 
gonorrhoea ;  I  merely  cited  cases  as  evidences  of  constitutional  or 
iic  infection  following  the  disease.  In  my  paper  I  placed 
on  record  those  cases  that  accumulated  in  my  practice  for  a 
number  of  years  as  evidences  of  systemic  infection  from  gonor- 
rhoea! poisoning,  and  the  treatment  I  have  used  was  not  intended 
for  original  or  primary  gonorrhoea  at  all.  It  was  simply  the 
treatment  of  the  complications  am!  constitutional  condition-  as 
they  arose. 
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Now,  in  regard  to  promoting  the  absorption  of  a  stricture  by 

medicinal   treatment.      I  am  convinced   that  it   has  an  cti 
do  not  think  that  it  has  a  complete  effect,  but  I  am  sure  that  it 
I  am  Bure  what  I  say  in  regard  to  the  treat- 
ment of  the  condition  of  the  urine  itself  lias  a  palliatory  effect 
on  the  pr  _  'lie  stricture.     The  medicinal   treatment  has 

an  effect  over  the  irritation,  the  inflammation,  and  the  engorge- 
ment of  the  stricture,  and  to  a  certain  extent  serves  to  promote 
absorption  of  the  latter.  I  do  not  believe  we  can  cure  stricture 
by  that  method.  I  will  say  right  here,  though,  that  my  precep- 
tor, Dr.  B.  W.  Dudley,  of  Lexington,  Kentucky,  in  whose  office 
I  spent  three  years,  treated  stricture  alone  by  diet  and  medicine, 
I  saw  his  cases;  I  studied  them  ;  I  analyzed  them,  and  I  know 
that  cases  would  come  to  him  in  which  the  sound  would  pass 
with  the  greatest  difficulty,  but  after  treatment  the  sound  would 
enter  the  bladder  without  difficulty,  and  they  would  have  no 
more  trouble.  His  method  was  peculiar.  He  told  me,  and 
spoke  of  it  in  his  lectures  in  the  Transylvania  University,  that 
in  his  younger  days  a  case  of  typhoid  fever  came  under  his 
charge,  in  which  case  there  was  a  bad  condition  of  stricture,  one 
of  the  worst  he  had  ever  seen.  The  man  was  down  with  typhoid 
fever  for  three  months.  "When  he  recovered  from  the  fever  the 
stricture  was  gone.  The  man  was  reduced  to  a  skeleton.  Dr. 
Dudley  was  a  man  of  remarkable  powers  of  observation,  and 
took  his  lesson  from  that  case.  From  that  time  forward  he 
treated  strictures  by  diet,  in  reducing  the  system,  and  medicine 
with  success,  and  I  assure  you  I  have  seen  him  do  it  time  and 
time  again.  But  I  do  not  pretend  to  cure  stricture  by  alkaline 
treatment ;  I  spoke  of  it  as  a  means  of  relieving  irritation 
and  of  promoting  absorption  of  the  inflammatory  condition  to  a 
certain  extent  only.     I  have  a  case  in  point. 

A  young  man  who  had  gonorrhoea  seven  or  ten  years  ago 
came  under  my  care  twelve  months  since  for  a  bad  case  of  stric- 
ture. The  remarkable  thing  about  this  c&se  was,  I  could  not 
introduce  the  sound  without  a  most  copious  hemorrhage  follow- 
ing. I  do  not  know  whether  Dr.  McGuire  has  ever  had  a  case 
like  that  or  not.  Just  as  soon  as  the  stricture  was  touched  with 
the  sound  a  violent  hemorrhage  would  occur.  It  seemed  as  if 
some  great  artery  had  been  severed.     Well,  I  could  not  treat 
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him  mechanically.  I  commenced  to  treat  him  with  alkalies — the 

citrate  of  potash  and  carbonate  of  potash— and  kept  him  under 
the  influence  of  that  for  four  months.  Now  that  man  La  com- 
fortable. Before,  he  was  barely  able  to  pass  water.  I  used  no 
mechanical  treatment  whatever.  I  cited  thi.s  palliative  treat- 
ment of  stricture  here  to  illustrate  the  influence  exerted  over 
inflammatory  affections  of  the  urinary  tract  by  an  alkaline 
nent  in  maintaining  a  perfectly  natural  state  of  the  urine. 


A  REPORT  OF  EIGHT  ADDITIONAL  CASES  OF 

PERINEAL  SECTION  WITHOUT 

A  GUIDE. 


By  J.  Edwin  Michael,  M.D., 
Baltimore. 


In  the  spring  of  1887  I  had  the  pleasure  to  read  before 
the  Medical  and  Chirurgical  Faculty  of  Maryland  a  report  of 
nine  cases  of  perineal  section  without  a  guide.  The  paper 
was  published  in  the  Annals  of  Surgery  in  July  of  the 
same  year.  Of  these  cases,  one  was  for  old  perineal  con- 
tusion, five  for  old  gonorrhceal  stricture,  two  for  old  pelvic 
fracture  and  resulting  traumatic  stricture,  and  one  for  recent 
pelvic  fracture.  One  of  these  cases  died  about  a  year  after 
operation,  from  cancer,  and  one  six  months  after  operation, 
from  consumption.  The  rest,  so  far  as  I  am  informed,  with 
the  exception  of  Case  VIIL,  who  has  since  died  of  consump- 
tion, are  still  alive  and  well. 

Since  the  publication  of  my  paper  I  have  been  doing  more 
work  in  the  same  line,  and  I  propose  in  the  present  paper  to 
report  eight  other  cases  which  have  come  under  my  care.  My 
appreciation  of  the  value  of  the  time  of  this  Association  has 
led  me  to  make  these  reports  as  brief  as  possible,  and  hence 
they  are  not  as  full  as  in  certain  respects  might  seem  desirable. 
Nevertheless,  I  think  I  have  given  all  the  essential  details. 

The  operation  is  one  of  great  value,  both  in  gonorrhceal 
and  traumatic  eases,  and  I  think  one  is  justified  in  bringing 
forward  any  experience  in  it  which  may  be  of  use  to  the  pro- 
fession. My  results,  as  will  be  seen,  are  very  satisfactory,  a 
fact  which  I  attribute  rather  to  the  fortunate  circumstance 
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that  my  patients  were  largely  five  from  grave  constitutional 

diseases  than  to  any  method  or  application  which  I  have  to 
suggest.  I  have  -imply  followed  what  I  consider  the  pre- 
cepts of  good  surgery  as  applied  to  this  region  of  the  body, 
viz.,  free  incision,  free  drainage,  and  as  much  of  antiseptic 

surgery  as  the  circumstances  will  allow. 

Case  I. — W.  T.,  aged  fifty-one  years;  bricklayer.  Had  gon- 
orrhoea at  twenty  and  has  had  several  attacks  since.  At  twenty- 
seven  a  stricture  developed  and  gave  him  much  trouble.  Reten- 
tion of  urine  occurred  several  times,  and  had  to  be  relieved  by 
catheter.  Has  suffered  a  good  deal  of  late  from  difficulty  in 
urination,  much  straining  being  necessary,  and  the  stream  being 
very  small.  On  May  9th,  while  making  strenuous  efforts  to  void 
his  urine,  there  was  sudden  and  severe  pain  in  the  perineum, 
followed  by  some  relief  from  the  desire  to  urinate,  and  the  early 
development  of  a  painful  swelling.  When  I  saw  patient,  on  May 
13th,  I  was  unable  to  pass  an  instrument  into  his  bladder.  The 
perineum  was  much  swollen,  and  the  scrotum  and  lower  abdo- 
men showed  every  evidence  of  extensive  extravasation  of  urine. 
On  the  right  side  the  swelling  extended  as  high  as  the  umbilicus, 
and  well  over  toward  the  loin.  The  circumstances  by  which  the 
patient  was  surrounded  made  operation  at  home  practically  im- 
possible, and  I  had  him  removed  to  the  Maryland  University 
Hospital.  On  the  following  day  I  made  large  incisions  into  the 
connective  tissue  of  the  perineum,  scrotum,  and  abdominal  wall, 
freely  laying  open  all  the  structures  involved  in  the  infiltration. 
I  then  sought  the  urethra  in  the  perineum,  and  after  only  moder- 
ate trouble  found  it  and  laid  it  freely  open.  The  strictured 
region,  (bulbo-membranous),  was  then  attacked  from  behind  and 
freely  incised,  the  operation  terminating  by  passing  a  sound,  No. 
18  English,  into  the  bladder  through  the  urethra.  Recovery  was 
complicated  by  a  considerable  secondary  hemorrhage  from  the 
abdominal  incision  several  days  after  the  operation,  but  in  ether 
respects  the  patient  did  well,  the  temperature  not  reaching  above 
101°.  Sounds  were  passed  every  third  day.  The  wounds  which 
had  been  made  on  account  of  the  urinary  infiltration  rapidly 
healed,  and  the  patient  left  the  hospital  in  about  MX  weeks  in 
good  condition  and  able  to  p  md,  No.  -<>  English.     1  have 
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seen  the  patient  within  the  last  few  months.  and  he  tells  me  that 
•ry  and  that  be  can  ream 

of  urine. 

Cabe  II. — ( '.  II..  hirty-eight  years;  waiter.     Entered 

University  Hospital  on  April  1.  a\\  stricture  of 

the  urethra  and  perineal  H.-tuhe.  Ten  years  ago  had  repeated 
attacks  ot'  gonorrhoea,  and  suffered  several  times  from  retention. 
About  five  years  a^  .  of  retention,  two  small  fis- 

tula formed  in  the  perineum.  Urine  escaped  from  these  open- 
ings in  small  quantity  for  about  six  weeks,  when  they  closed  and 
remained  so  for  about  six  months.  After  this  they  opened  and 
discharged  from  time  to  time.  Patient  suffered  often  from  reten- 
tion, which  was  relieved  with  difficulty  by  catheterization,  but 
able  to  continue  at  his  work.  On  March  14th  he  fell  into 
the  hands  of  an  electrical  expert,  by  whom  electrolysis  was  prac- 
tised. Whether  post  or  propter  hoc,  a  perineal  abscess  followed. 
This  was  opened  in  the  dispensary  before  his  admission  to  the 
hospital. 

Upon  admission,  patient  was  in  a  deplorable  condition.  He  was 
able  to  pass  very  little  water,  and  that  little  in  driblets  through 
his  urethra  and  fistuloe,  "with  much  pain  and  straining.  Complete 
retention  soon  followed.  Patient  attempts  were  made  to  relieve 
by  catheterization,  but  no  instrument  could  be  passed.  Ano- 
dynes and  a  hot  sitz  bath  brought  some  relief.  On  April  12th, 
all  attempts  to  pass  an  instrument  having  failed,  the  patient  was 
etherized  and  the  perineal  section  without  guide  was  undertaken. 
The  way  to  the  bladder  was  again  sought,  both  by  way  of  the 
penis  and  the  fistula?,  but  in  vain.  Perineum  was  a  mass  of 
cicatrix  in  which  the  urethra  was  vainly  searched  for,  until  finally 
passing  deeply  into  the  perineum  the  membranous  portion  was 
laid  open  and  an  instrument  passed  into  the  bladder.  The  stric- 
tured  portion  was  then  attacked  from  behind.  When  opened 
sufficiently  for  the  purpose,  the  Otis  urethrotome  was  passed,  and 
the  canal  freely  incised.  After  the  operation,  No.  18  English 
passed  easily  through  the  urethra  into  the  bladder.  The  hemor- 
rhage in  this  case  was  tolerably  free,  but  was  kept  measurably 
under  control  by  irrigation  with  a  hot  solution  of  sublimate,  1  to 
1000. 

After  completion  of  the  operation,  the  hemorrhage  continuing 


./.   ED  WIS  MICHAEL. 

to  be  troublesome,  the  wound  was  lightly  packed  with  iodoform 

gauze  and  the  pati-  her.     In  the  evening  of  the 

day  of  operation  the  patient  was  comfortable  and  had  a  tempera- 
ture of  98  and  a  pulse  of  80.  At  live  o'clock  on  the  following 
morning  their  was  a  tively  chill,  and  the  temperature  ran  up  to 

105°,  with  a  pulse  of  L20.  The  wound  was  unpacked  and  in-:. 
with  sublimate  solution,  the  water  drawn  by  a  catheter,  the 
bladder  washed  out  with  plain  warm  water,  and  the  wound 
lightly  packed  and  dressed  as  bet'.. re  with  iodoform  gauze.  On 
the  evening  of  the  same  day  the  temperature  was  99°  and  the 
pulse  108.  No  further  complication  occurred.  A  sound  was 
I  on  the  third  day  and  regularly  thereafter,  and  at  the  end 
of  a  week  the  patient  was  walking  about  the  ward.  At  the  end 
of  the  second  week  all  the  water  passed  naturally,  ami  both  fis- 
tula' and  operation  wound  were  nearly  healed.  In  the  meantime 
the  general  health  improved  notably,  and  when  the  patient  left 
the  hospital,  about  four  weeks  after  the  operation,  he  was  passing 
a  good  full  stream  of  urine  three  or  four  times  a  day.  I  have  no 
later  information  in  regard  to  this  patient's  condition. 

ThiE  pecially  interesting  to  me,  not  so  much  on 

account  of  the  brilliant  ultimate  result  of  the  operation. 
account  of  the  associated  Diets  that  the  free  hemorrhage  made 
it  necessary  to  pack  the  wound  and  that  there  was  such  a 
decided  urethral  chill  on  the  morning  of  the  second  day.  The 
chill  itself  was  a  beautiful  sample  of  its  class.  On  the  day 
of  operation  the  temp,  rature  was  normal.  On  the  morning 
of  the  next  day  it  suddenly  shot  up  to  105°.  Within  twelve 
hours  it  was  practically  normal  again,  and  continued  50  until 
the  case  was  discharged.  This  tail  of  temperature  occurred 
without  antipyretic  treatment,  save  irrigation  of  the  wound 
and  bladder  and  re-dressing  the  perineum. 

Case  III. — J.  H.,  aged  twelve  years.     The  boy  was  coasting, 
and  fell  from  his  sled  with  his  head  down   hill   and   his  feet  up. 
mipaniou,  follow  :  behind  him,  struck  him 

in  the  perineum,  causing  considerable  bruising  of  the  part.     He 
paid  comparatively  little  attention  t>>  the  injury,  and  did  not 
mention  it  when  he  returned  home.     At; 
little  time  he  felt  the  desire  to  urinate,  and  went  to  th< 
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perform  that  function.  Upon  making  the  attempt  he  was  but- 
prifl  blood  issue  from  the  penis,  and  to 

find  that  he  could  not  pass  water.    The  family  physician,  Dr.  \V. 

F.  A.  Kemp,  was  called  in  and  attempted  to  relieve  the  hoy  hv 
passing  a  soft  catheter.  The  attempt  i'ailed,  and  the  doctor  asked 
rue  to  Bee  the  case  witli  him.  On  the  following  morning,  Janu- 
ary '2'K  1888,  we  met  at  the  patient's  house.  The  perineum  was 
by  that  time  pretty  black,  and  the  penis  and  scrotum  considera- 
bly swollen.  Attempts  to  pass  instruments  having  failed,  ether 
was  administered  and  the  perineum  laid  open.  The  tissues  were 
much  contused,  and  a  considerable  clot  wTas  turned  out.  With 
some  difficulty  the  urethra  was  found  and  opened.  A  No.  8 
English  steel  sound  was  passed  through  the  wound,  and  we  were 
astounded  to  see  that  it  went  in  very  smoothly  and  continued  to 
go  without  meeting  any  resistance  until  the  haft  of  the  instru- 
ment was  flush  with  the  perineal  wound,  and  the  point  easily  felt 
under  the  abdominal  wall  immediately  below  the  umbilicus.  The 
spectre  of  ruptured  bladder  momentarily  appeared  to  us,  but 
when  we  reflected  that  there  was  no  sign  of  shock  or  other  grave 
symptom  we  were  comforted.  A  soft  catheter  brought  away 
twenty-four  ounces  of  normal  urine,  and  relieved  our  apprehen- 
sions as  well  as  the  patient's  bladder.  There  was  moderate  oozing 
from  the  wound,  but  not  enough  to  give  trouble.  It  was  cleansed 
and  lightly  dressed  with  iodoform  gauze,  and  the  patient  put  to 
bed.  The  subsequent  course  of  the  case  w7as  uneventful.  Sounds 
were  passed  at  intervals  of  a  few  days,  and  the  patient  made  a 
good  recovery. 

The  interesting  point  in  this  case  to  us  was  the  extent  to 
which  the  sound  passed  up  into  the  bladder  when  the  urethra 
was  first  opened.  Finding,  however,  that  the  sound  passed 
up  almost  as  high  after  the  bladder  was  emptied  we  concluded 
that  the  fusiform  shape  of  the  infantile  bladder  was  retained 
in  this  patient  to  an  unusual  degr 

Case  IV. — G.  P.,  aged  forty  years;  physician.  Patient  had 
led  a  very  irregular  life  from  early  youth,  and  among  other  acci- 
dents had  had  gonorrhoea  many  times.  He  had  been  long  aware 
of  the  fact  that  he  had  stricture  of  the  urethra,  and  had  treated 
himself  occasionally  during  the  quieter  periods  of  his  life.     He 
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was  an  alcoholic  and  an  opium-eater,  and  his  urine  contained  a 
moderate  amount  of  albumin  and  casts.  Attempts  to  pas-  in- 
struments became  more  and  more  difficult,  until  finally,  in  Feb- 
ruary, 1889,  it  became  impossible.  The  urine  still  trickled  a? 
by  drops,  and  the  patient  had  to  be  aspirated  on  several  occa- 
sions. Neither  he  nor  I  were  able  to  pass  an  instrument  through 
the  urethra,  and  as  his  condition  was  growing  more  serious  from 
day  to  day,  I  recommended  external  perinea]  urethrotomy.  The 
patient  hesitated  somewhat,  but  finally  consented.  The  opera- 
tion was  an  unusually  easy  one.  The  stricture  was  in  the  bulbo- 
membranous  portion.  I  did  not  attempt  to  go  through  it,  but 
operated  back  of  the  affected  region  and  Bought  the  membranous 
urethra.  On  this  occasion  I  opened  the  urethra  in  less  than 
eight  minutes  after  making  the  first  incision.  After  emptying 
aud  washing  out  the  bladder,  the  stricture  was  attacked  from 
behind  and  easily  incised.  A  No.  18  English  sound  was  passed 
through  the  urethra  as  the  final  step  in  the  operation.  The 
wound  bled  little,  and  was  dressed  as  usual  by  lightly  packing  it 
with  iodoform  gauze.  The  patient  was  nervous  and  Bomewhat 
feverish  for  several  days,  and  gave  cause  for  uneasiness  on  account 
of  his  general  condition,  but  ultimately  made  a  sa  re- 

covery. The  perineal  wound  healed  kindly,  and  when  he  left 
the  hospital,  at  the  end  of  three  weeks,  a  No.  18  English  sound 
was  passed  readily,  and  the  stream  of  urine  was  full  and  free. 

Case  V. — F.  Q.,  aged  forty-three  years.  Entered  hospital  in 
December,  1888,  with  the  following  history  :  Had  gonorrhoea  in 
1868,  and  another  attack  in  18So.  In  1884  he  began  having 
trouble  in  passing  water.  He  then  entered  the  hospital  and  was 
treated  by  gradual  dilatation,  beginning  with  a  filiform  bougie 
and  working  up  to  a  No.  18  of  the  English  scale.  He  left  the 
hospital  in  good  condition,  and  with  instructions  to  return  every 
few  days  to  have  an  instrument  passed.  After  a  few  visits  he 
elected  to  do  tliis,  and  shipped  as  a  sailor  on  a  vessel  leaving 
Baltimore.  He  had  no  trouble,  however,  until  1888,  when  he 
returned  to  the  hospital  in  a  worse  condition  than  before.  He 
was  passing  water  by  drops,  and  it  was  found  impossible  to 
an  instrument  into  his  bladder.  After  several  aspirations  and 
continued  failure  to  pass  instruments,  it  was  determined  to  • 
the  perineum.     On  January  3,  1889,  he  was  etherized  and  th 
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operation  performed.  The  stricture  was  in  the  bulbo-membranoui 
portion,  and  the  deep  perineum  was  In  lt<>< »<1  condition.  In  this 
case  I  first  used  a  method  from  which  1  have  since  had  great 
.satisfaction,  viz.,  that  of  using  scissors  after  making  the  first  in- 
cision. Making  a  free  incision  from  the  scrotal  reflection  to  t he 
verge  of  the  anus  with  a  bistoury,  I  passed  a  thread  through  the 
lips  of  the  wound  as  usual,  for  the  purpose  of  keeping  the  parts 
exposed.  Then  taking  sharp-pointed  scissors,  and  being  enabled 
in  that  way  to  keep  in  the  median  line,  I  went  straight  ahead, 
and  was  very  agreeably  surprised  at  being  able  to  open  the  ure- 
thra in  just  eight  minutes  from  the  moment  of  making  the  first 
incision.  I  opened  the  canal  behind  the  stricture,  and  passed  a 
large  instrument  easily  into  the  bladder.  That  viscus  having 
been  emptied  and  well  washed  out,  I  attacked  the  stricture  from 
behind  and  opened  it  freely.  As  a  final  step,  a  large  sound  was 
passed  through  the  whole  urethra  into  the  bladder.  There  was 
no  hemorrhage  of  any  consequence.  The  wound  was  dressed  as 
usual.  The  temperature  chart  shows  100°  on  the  third  day,  and 
a  practically  normal  line  afterward.  Sound  No.  18  English  wras 
passed  every  third  day,  and  the  patient  left  the  hospital  on 
February  2d,  well. 

Case  VI. — C.  E.  K.,  aged  twenty-four  years.  Entered  hos- 
pital January  22, 1889,  with  the  following  history:  While  cutting 
timber  in  June  of  the  previous  year  patient  was  caught  between 
two  trees  and  very  severely  crushed.  He  was  carried  home,  and 
seen  by  Dr.  J.  Lee  McComas,  of  Oakland.  The  doctor  found 
extensive  fracture  of  the  pelvis  and  a  ragged  wound  at  the  right 
side  of  the  perineum.  The  patient  was  kept  quiet  in  bed,  and 
no  special  treatment  used  except  with  a  view  to  overcome  shock. 
In  a  few  days  a  large  swelling  developed  in  the  perineum  and 
toward  the  inner  surface  of  the  right  thigh.  This  was  opened, 
and  discharged  a  large  quantity  of  pus  together  with  a  splinter 
of  wood  as  large  as  the  little  finger.  Later,  feces,  urine,  and  pus 
passed  freely  from  this  opening.  When  the  patient  entered  the 
hospital,  feces  had  ceased  to  pass  by  the  fistulas,  but  pus  and  urine 
continued.  Some  urine  passed  also  by  the  penis,  but  this,  as  well 
as  that  passed  by  the  fistula3,  was  mixed  with  pus,  The  right 
thigh  was  fixed  in  the  flexed  position,  somewhat  adducted,  and 
the  tuberosities  of  the  ischium  only  two  inches  apart    No  instru- 
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ment  could  be  passed  into  the  bladder,  but  the  probe  could  be 

1  far  up  the  fistulous  tract  on  the  right.     On  March  1st  the 

patient  was  etherized,  and  external  perineal  urethrotomy  done. 

The  operation  was  very  difiicult  and  took  a  long  time.  The  dis- 
tortion of  the  pelvic  hones,  as  well  as  the  cicatricial  condition  of 
the  soft  parts,  robbed  me  of  all  anatomical  aid,  and  the  only 
guide  I  had  was  the  prostate  gland,  which  I  could  feel  through 
the  rectum.  Finally,  however,  the  bladder  was  reached  and 
washed  out,  the  urethra  opened,  and  a  large,  soil  catheter  pi 
and  tied  in.  This  procedure,  which  I  abominate  and  never  use 
if  I  can  help  it,  was  necessary  in  this  case,  as  will  be  readily  seen 
from  the  preceding  description  of  the  parts  as  I  found  them. 
By  using  a  wooden  plug  the  catheter  was  controlled  and  the 
urine  evacuated  at  will.  The  patient  did  well  for  the  time,  and 
at  the  end  of  two  weeks  went  home  under  the  care  of  Dr.  Mc- 
Comas.  lie.  however,  removed  the  catheter  from  the  bladder, 
and  was  not  able  to  replace  it,  He  continued  doing  reasonably 
well  for  a  time,  but  he  grew  worse  again  and  returned  to  the 
hospital  in  January,  1890,  in  as  bad  a  condition  as  before,  with 
the  addition  of  much  cicatricial  tissue  in  his  perineum.  I  tried 
again  to  make  the  section,  but  failed  ;  and  subsequently  established 
the  continuity  of  the  urethra  by  first  making  an  epicystotomy, 
and  then  passing  a  sound  from  above  the  pubes  through  the  pro- 
static urethra  and  cutting  down  on  it  in  the  perineum.  A  long 
tube  was  then  passed  through  the  epicystotomy  wound  and  out 
through  the  urethra,  with  drainage-holes  in  the  part  which  occu- 
pied the  bladder.  This  operation  gave  the  patient  considerable 
relief.  There  was,  however,  much  bone  exfoliation  from  the 
interior  of  the  pelvis,  which  kept  up  the  fistulous  discharge ;  and 
although  when  he  passed  from  my  care  the  continuity  of  his 
urethra  was  established,  he  was  still  suffering  much  from  the 
other  effects  of  his  serious  injury,  and  will,  in  all  probability, 
never  be  restored  to  full  health. 

I  was  never  able  to  determine  the  exact  amount  of  injury 
indicted  in  this  case,  nor  to  understand  perfectly  the  mech- 
anism of  it.  The  main  traumatism  seems  to  have  been  an 
almost  fatal  squeeze  between  the  two  trees,  which  fractured 
the  right  half  of  the  pelvis  in  some  way.     In  addition  to  this 
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there  was  a  wound  made  by  the  perforation  of  the  perineum 
by  the  Bplinter  of  wood  previously  referred  to.  Which  of 
these  wounds  produced  the  damage  to  the  urethra  and  rectum, 
thus  causinj  irine,  and  pus  to  escape  from  the  saj 

opening,  it  is  difficult  to  determine.  Several  pieces  of  bone 
of  considerable  size  were  removed  from  the  fistulous  tra>  t 
during  the  second  operation,  but  they  were  s<»  changed  that  it 
was  impossible  to  Bay  to  what  spot  they  belonged.  The  spines 
and  crests  of  the  ilium  seemed  normal,  but  the  approximation 
of  the  tuberosities  showed  that  there  must  have  been  pelvic 
fracture  with  considerable  displacement.  Cases  VII.  and  IX. 
of  my  former  series  illustrate  the  manner  in  which  the  frac- 
tured end  of  the  ischio-pubic  ramus  is  thrust  into  the  peri- 
neum, crushing  all  the  soft  parts  in  the  way,  but  I  am  by  no 
means  sure  that  this  is  the  mechanism  of  the  traumatism  now 
under  discussion.  This  case  is  also  particularly  interesting  to 
me,  as  it  is  the  first  in  which  I  was  unable  to  reach  the  urethra 
in  the  perineum  after  repeated  trials.  The  method  of  finding 
it  by  retrograde  catheterization  is  one  I  have  had  in  mind  for 
a  long  time,  but  up  to  this  time  had  no  occasion  to  use  it.  It 
was  first  used  by  Brainard,  of  Chicago,  in  1849,  and  has  since 
been  used  by  others;  but  it  is  not  so  much  as  mentioned  in 
many  books  on  venereal  surgery.  The  ease,  comfort,  and 
safety  with  which  this  operation  can  be  done  made  a  great 
impression  on  me,  and  I  have  made  up  my  mind  never  again 
to  undergo  the  trying  ordeal  of  a  long  and  tedious  perineal 
section,  especially  on  a  patient  with  a  full  bladder.  In  cases 
where  stricture  is  in  the  usual  place,  and  there  has  been  infil- 
tration or  formation  of  fistuhe,  the  section  without  guide  is 
not  difficult  and  the  supra-pubic  opening  is  not  necessary  ;  but 
when  one  has  to  operate  in  a  mass  of  cicatrix,  and  cut  and 
feel  from  hour  to  hour,  and,  perhaps,  at  last  find  that  he  has 
been  within  a  hair's  breadth  of  the  canal  all  the  time,  the 
supra-pubic  incision  will  save  much  time  and  hard  work  as 
well  as  much  unnecessary  wounding  of  the  perineal  tissues. 

Case  VII. — J.  H.,  colored,  aged  thirty-five  years  ;  laborer. 
I  was  called  to  see  this  case  by  Dr.  R.  M.  Hall,  of  Baltimore. 


J.   EDWIS  MICHAEL.  ,;; 

Finding  the  circumstances  such  that  I  could  not  treat  the  patient 

satisfactorily  at  home,  I  recommended  that  he  be  taken  to  the 
University  Hospital.  Patient  and  family  physician  consenting, 
he  was  admitted  and  gave  the  following  history  :  Has  had  the 
usual  diseases  of  youth,  but  denies  venereal  disease  of  any  kind. 
On  March  1st,  while  carrying  a  hod  of  mortar,  slipped  and  fell 
across  a  plank.  Does  not  think  he  was  struck  in  the  perineum, 
but  had  trouble  in  passing  urine  afterward,  and  his  water  was 
stained  with  blood.  Continued  to  work  until  March  7th,  when 
he  had  an  attack  of  retention.  An  instrument  was  passed,  but 
no  urine  flowed.  Afterward  he  passed  blood  and  then  urine. 
Noticed  a  swelling  in  the  perineum,  which  gradually  crept  up 
the  right  groin  and  affected  the  scrotum.  When  first  seen 
(March  loth)  he  presented  the  picture  of  a  man  with  a  rather 
large  inguinal  hernia.  Soon  after  admission,  on  March  16th, 
complete  retention  having  supervened  and  attempt.-  to  pa.—  in- 
strument having  failed,  the  perineum  was  laid  open  and  a  large 
amount  of  stinking  pus  evacuated.  The  urethra  was  easily 
found,  because  the  burrowing  pus  had  made  a  pretty  clean  dis- 
section of  it,  and  it  stood  out  in  the  wound  like  a  cord.  The 
canal  was  opened,  but  the  sound  failed  to  pass  into  the  bladder 
by  reason  of  a  tight  stricture  which  was  found  back  of  the 
point  of  incision.  A  fine  director  was,  however,  insinuated 
through  the  stricture,  and  followed  by  a  bistoury,  and  the  con- 
striction incised.  A  large  sound  was  then  passed  through  the 
whole  length  of  the  canal.  The  burrowing  of  the  extravasated 
urine  and  pus  had  been  so  extensive  that  the  wound  was  now  a 
veritable  yawning  chasm  which  extended  from  the  deep  peri- 
neum through  the  right  half  of  the  scrotum  to  the  hypogastrium. 
The  room  in  which  the  operation  was  done  was  scarcely  habit- 
able by  reason  of  the  fetid  odor  of  the  pus  and  urine  which  had 
been  evacuated.  Yet  the  general  condition  of  the  patient  was, 
on  the  whole,  satisfactory.  The  cavities  were  filled  loosely  with 
iodoform  gauze,  and  the  perineum  dressed  with  a  large,  loose  pad 
of  the  same  backed  by  absorbent  cotton.  On  the  third  day  the 
temperature  rose  to  104°,  and  for  several  days  thereafu 
somewhat  irregular.  On  March  22d  a  large  abscess  was  discov- 
ered in  the  left  buttock.  This  was  incised  and  drained.  After 
this,  improvement  was  more  manifest,  and  the  patient  gradually 
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A  No.  1  >  Knirli-h  - -und  was  passed  occasionally. 
When  discharged  from  the  hospital  at  the  end  of  a  month  the 
patient  had  almost  recovered  hia  full  health. 

CASE  VilL — K.  EL,  aged  twenty  five  years;  carpenter.  On 
October  11,  1891,  fell  astride  the  round  of  a  ladder  and  hurt 
himself.  He  did  not  regard  hifl  injury,  however,  as  of  much 
consequence.  Finding  that  when  he  attempted  to  urinate  only  a 
little  blood  came,  and  that  his  perineum  was  beginning  to  swell, 
he  called  his  physician,  Dr.  J.  W.  Laird,  who  attempted  to  pass 
a  catheter.  This  failing,  I  was  called  in  consultation.  I  also 
failed  to  pass  an  instrument,  as  was  to  be  expected,  and  imme- 
diately proceeded  to  make  the  section.  The  patient  was  a  man 
of  nerve  and  refused  anaesthetic,  and  exhibited  admirable  forti- 
tude during  the  operation.  The  perineum  was  freely  laid  open 
from  scrotal  reflection  to  the  verge  of  the  anus.  Some  clotted 
blood  and  much  bruised  tissue  were  revealed.  The  dissection 
was  carried  down  in  the  median  line  with  the  scissors,  and  the 
urethra  easily  found  and  opened.  The  case  progressed  well  and 
the  wound  healed  kindly.  There  was,  however,  some  difficulty 
about  passing  water  some  weeks  after  the  operation.  I  saw  him 
and  made  a  hurried  attempt  to  pass  an  instrument,  but  failed. 
There  was  no  urgency  in  the  symptoms  at  the  time,  and  I  asked 
him  to  come  to  me  at  another  time.  Since  that  visit  I  have  not 
seen  him,  and  so  cannot  give  the  ultimate  result  of  the  case.  So 
far  as  the  operation  is  concerned,  however,  it  was  easily  done  and 
served  its  purpose  perfectly,  and  probably  saved  the  patient 
much  suffering  from  urinary  infiltration  and  suppuration  of  the 
perineum. 

Remarks. — The  report  of  these  eight  cases  brings  up  the 
number  of  patients  on  whom  I  have  made  the  operation  of 
external  perineal  urethrotomy  to  seventeen,  and  the  condi- 
tions which  made  the  operations  necessary  include  nearly  all 
those  which  ordinarily  indicate  it.  None  of  the  patients  have 
died  at  a  period  nearer  than  six  months  to  the  time  of  the 
operation,  and  the  deaths  which  have  occurred  were  due  to 
other  causes.  I  have  only  to  add  to  the  remarks  made  at  the 
conclusion  of  my  last  report,  that  increasing  experience  leads 
me  to  have  more  and  more  confidence  in  the  good  results  of 
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opening  the  perineum  and  less  fear  of  danger.    It  is  true  that 

I  have  had  unusual  good  fortune  in  operating  on  cases  which, 
as  a  rule,  presented  no  grave  kidney  Lesion;  hut  while  it  must 
be  admitted  that  such  complication  adds  to  the  risk  of  the 
operation  as  much  it'  not  more  than  it  does  to  others  of  equal 
gravity,  I  am  firmly  convinced  that  opening  the  perineum  in 
old  stricture  cases  with  had  kidneys  Is  much  freer  from  danger 
than  internal  urethrotomy  or  even  dilatation.  A  case  in  [joint 
may  not  he  out  of  place  : 

About  ten  years  ago  I  did  an  internal  urethrotomy  on  a  patient 
with  an  old  tough  Btricture.  In  forty-eight  hours  he  had  a  tempera- 
ture of  107°,  and  was  very  ill.  The  same  patient  returned  to  me 
a  few  weeks  ago.  I  could  pass  a  No.  10  English  sound  with  diffi- 
culty. The  stricture  was  resilient,  and  closed  after  the  sound  to 
such  an  extent  that  urination  was  difficult  and  unsatisfactory. 
The  patient  had  been  having  chills,  and  was  somewhat  nauseated 
and  weak.  His  urine,  although  ammoniacal  and  ropy,  contained 
no  evidence  of  grave  kidney  trouble.  I  proposed  a  combined 
internal  and  external  urethrotomy,  and  refused  to  do  either 
operation  without  the  other.  The  patient  consented.  I  opened 
the  perineum  freely,  and  cut  the  urethra  with  the  Otis  instrument 
to  No.  40  French.  The  temperature  did  not  rise  above  100°.  The 
patient  did  well  in  every  particular,  and  in  three  weeks  I  sent  him 
home,  passing  a  No.  36  French  instrument  on  himself. 

DISCUSSION. 

Dr.  Hunter  McGutkb,  of  Richmond,  Va. — I  will  mention 
one  case  in  connection  with  the  paper  just  read.  A  man  came 
to  me  with  a  great  quantity  of  urinary  infiltration  about  the 
perineum.  I  could  not  get  a  guide  into  his  bladder.  I  did 
an  epicystotomy  with  the  idea  of  providing  drainage  until  all 
the  inflammatory  deposit  in  the  perineum  had  disappeared. 
But  after  I  opened  the  bladder  I  found  that  I  could  do  | 
rior  catheterization.  I  carried  a  bougie  from  the  vesical  end  of 
the  urethra  through  to  the  end  of  the  penis.  I  have  done  that 
in  two  cases,  operating  by  supra-pubic  section,  carrying  the 
bougie  from  the  bladder  out  to  the  end  of  the  penis.      I  did 
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do  the  supra-pubic  section  with  the  idea  of  relieving  the  bladder, 
but  the  inflammatory  trouble  had  disappeared.  I  have  punc- 
tual s  [  era!  tim  -  old  chronic  abscesses  of  the  pelvis,  but  it 
seems  to  me  bad  surgery  to  <1«>  this — blindly  to  plunge  a  trocar 
into  a  pelvic  abscess  or  into  the  bladder,  when  a  supra-pubic 
section  fa  easy  and  safe,  going  through  structures  that  are  dan- 
gerous, seeing  where  you  are  going,  and  leaving  a  free  open 
wound  for  drainage.  I  have  never  punctured  the  bladder  with 
a  trocar  or  aspirator  in  my  life,  and  never  expect  to  do  it. 

Dr.  Joseph  Price,  of  Philadelphia. — I  rise  to  criticise  punc- 
tures. It  has  been  my  misfortune  to  deal  with  a  number  of  cases 
that  have  been  punctured  by  the  numerous  instruments  used  for 
that  purpose.  It  is  not  a  certain  and  wholly  safe  procedure; 
it  is  a  blind  method.  A  small  incision,  if  you  make  a  careful 
exploration,  is  a  sure,  safe,  and  correct  method.  I  am  much 
surprised  to  hear  anyone — and  especially  a  man  of  Dr.  Davis's 
experience  and  rare  good  judgment — recommend  a  method  so 
uncertain,  in  which  he  says  you  can  determine  and  accomplish 
good  results.  For  instance,  use  an  aspirator.  The  aspirator  is 
an  instrument  used  in  all  accumulations ;  whether  in  the  chest, 
pelvis,  or  bladder,  it  matters  not.  You  cannot  determine  fully 
and  completely  what  you  desire  to  see  by  anything  short  of  the 
knife  or  finger. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — I  rise  to  take 
part  in  this  discussion  because  I  am  opposed  to  this  method  of 
puncturing  the  bladder.  I  agree  with  Dr.  McGuire  that  it  is 
quite  unsurgical.  While  the  results  have  been  excellent  in  the 
cases  reported  by  my  brother,  and  I  have  had  the  opportunity 
of  following  his  cases,  still  it  is  a  method  that  should  not  be 
recommended,  because  it  is  a  blind  procedure.  I  can  conceive 
of  only  one  class  of  cases  in  which  it  would  be  justifiable,  and 
that  would  be  in  men  of  extreme  age,  where  you  would  not  like 
to  give  an  anaesthetic — wThere  there  has  been,  perhaps,  retention 
of  urine.  I  have  been  called  many  miles  occasionally  to  see 
cases  of  prostatic  trouble  where  there  was  retention  of  urine, 
where  the  man  was  in  an  extreme  condition.  I  remember 
one  case  in  which  I  did  not  wait  to  take  off  my  overcoat.  I 
took  out  the  trocar  and  punctured  the  bladder.  There  are 
cases  in  which  this  method  is  justifiable,  and  we  may  recom- 
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mend  it  as  a  surgical  procedure,  but  for  the  relief  of  moel  c  >n  li- 
tiona  of  the  bladder  it  is  quite  uncertain,  and  I  desire  to  place 
myself  on  record  aa  being  opposed  to  this  procedure.     I  fully 
agree  with  those  who  teach  that  it  is  better  to  make  an  incision 
where  you  want  to  use  a  needle  in  almost  all  cases.     1  think  it 
is  more  surgical.     We  accomplish  what  we  want,  and 
what  we  are  doing.     If  these  aspirating-needles  reveal  what  we 
want  them  to,  we  have  to  operate.     If  they  do  not  reveal  any- 
thing, we  are  not  certain  as  to  whether  we  should  operate  or  not. 
I  have  often  claimed  in  perityphlic  abscesses  that  the  d 
is  not  so  much  from  the  needle — it  is  not  the  harm  that  i: 
in  its  passage,  but  it  is  the  failure  to  show  what  we  have,  and  we 
delay  operation  because  it  does  not  show  pus. 

Dr.  John  D.  S.  Davis,  of  Birmingham,  Ala. — When  you 
have  opened  the  bladder  and  passed  a  sound  through  the  urethra 
you  may  avoid  perineal  section.  It  is  one  I  do,  and  in  suitable 
I  am  certain  of  its  results.  As  regards  the  size  of  the  trocar 
I  use,  there  seems  to  have  been  a  wrong  impression  made  upon 
the  minds  of  some  of  the  members.  I  do  not  advise  puncturing 
the  bladder  in  certain  cases  of  prostatic  trouble  as  one  of  my 
methods — though  I  do  aspirate,  and  who  does  not? — and  if 
my  brother,  Dr.  McGuire,  and  others,  who  think  I  advise  it  as 
a  surgical  procedure,  will  read  what  I  have  written  upon  the 
subject  carefully  they  will  entertain  different  ideas.  I  only 
advise  it  in  those  cases  referred  to  by  my  brother — in  old  men 
with  prostatic  enlargement,  where  prostration  is  marked,  and 
the  administration  of  an  anaesthetic  is  dangerous,  and  we  can 
only  operate  for  immediate  results. 

Dr.  Cornelius  Kollock,  of  Cheraw,  S.  C. — I  do  not  rise  to 
indorse  puncturing  of  the  bladder,  but  there  are  certain  cases  in 
which  I  think  it  is  a  justifiable  procedure.  I  recall  the  case  of 
an  old  man  sixty -five  or  seventy  years  of  age  who  had  retention 
of  urine.  He  had  a  stricture  also.  I  was  called  to  see  him,  but 
could  learn  little  or  nothing  about  his  history.  The  bladder  was 
ided  up  to  the  umbilicus.  In  a  few  hours  more  I  believe 
it  would  have  burst.  I  had  an  aspirator  along  with  me,  and 
just  as  soon  as  I  relieved  the  condition  he  passed  his  urine. 
There  was  spasmodic  contraction  with  excessive  distention, 
together  with   paralysis   of  the   bladder.     lie  passed    his   urine 
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after  that  for  two  or  three  months,  when   I  Again    heard  from 

him.     I  could  not   go  this  time  to  see  him,  so  my  son  went. 

ag  him,  he  said  to  me,  "What  Bhall  I  do  with  this  old 

man?  He  can't  pass  his  water."  Well,  he  got  an  aspirator  and 
relieved  him.  I  believe  this  man's  bladder  has  been  aspirated 
more  than  twenty  times,  and  following  each  aspiration  he  was 
enabled  to  pass  his  urine  without  difficulty.  He  is  still  living. 
I  have  since  heard  that  he  learned  how  to  use  the  aspirator  and 
has  relieved  himself  a  number  of  tin 

Dm.  J.  W.  Long,  of  Randleman,  N.  C. — While  it  is  pos>il>le 
that  puncture  with  a  trocar  is  admissible  in  some  cases;  while, 
perhaps,  in  the  majority  of  cases  it  is  better  to  do  a  supra-pubic 
•my,  yet  there  are  cases  in  which  we  are  compelled  to  go 
into  the  bladder  by  perineal  section.  I  am  glad  Dr.  Michael  has 
read  his  paper  and  called  attention  to  this  class  of  cases.  I  rise 
simply  to  add  a  case  which  has  recently  occurred  in  my  prac- 
tice in  which  perineal  section  was  done  without  a  guide,  and  in 
which  no  other  operation  was  admissible. 

A  sleeping-car  porter  contracted  gonorrhoea  about  twelve 
years  ago,  and  after  having  been  cured,  as  he  thought,  he  had  a 
profuse  hemorrhage  from  the  urethra.  He  passed  through  the 
hands  of  a  number  of  surgeons.  They  all  diagnosed  stricture, 
but  he  was  unable  to  obtain  any  relief;  however,  nothing  was 
done,  I  believe,  more  than  to  pass  the  sound  a  few  times.  When 
he  came  under  my  observation  there  was  a  bad  obstruction 
about  the  bulbous  portion  of  the  urethra,  which  I  thought  to  be 
a  urethral  calculus.  He  would  allow  no  operation  to  be  done. 
Some  time  during  the  present  year  I  was  summoned  in  haste, 
and  found  two  physicians  in  attendance.  An  abscess  had  devel- 
oped behind  the  point  of  obstruction,  and  he  had  infiltration  of  the 
scrotum  and  abdominal  walls  up  to  a  level  with  the  umbilicus. 
The  temperature  was  10-3°,  pulse  130,  and  the  patient  inclined 
to  a  state  of  coma.  In  other  words,  he  was  in  a  profound  state 
of  sepsis.  I  immediately  did  an  external  urethrotomy,  cutting 
into  the  membranous  portion  of  the  urethra,  then  passed  my 
improved  uterine  dilator  into  the  bladder,  and  emptied  this 
organ  by  gently  dilating  the  neck  of  the  bladder,  which  gave 
immediate  relief.  It  was  subsequently  necessary  to  puncture 
the  scrotum   and  to   make  incisions   into   the  abdominal  walls, 
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to  irrigate  the  abscess  which  resulted  from  the  urinary  Infiltra- 
tion in  these  parts.     The  man  recovered  from  the  immediate 

trouble.     No  other  operation  would  have  Bayed  this  man's  life. 
Dr.  Michael. — I  regret,  Mr.  President,  that  there  has  not 

been  a  free  discussion  of  the  operation  which  was  the  subject  of 
the  paper,  viz.,  perineal  urethrotomy  as  applied  to  gonorrhoBal 
cases  and  to  old  trumatic  strictures.  I  think  the  result  of  my 
work  in  this  direction  has  illustrated  the  great  value  of  the 
operation,  and  it  is  one  which  is  well  worthy  the  attention  of 
surgeons.  As  the  discussion  has  not  taken  that  range,  it  is  not 
necessary  for  me  to  take  up  that  question. 

In  regard  to  tapping  the  bladder,  some  of  my  friends  on  the 
other  side  of  the  house  are  disposed  to  go  to  extremes,  and  the 
experience  of  Dr.  Price  in  the  abdomen,  if  I  understood  him 
correctly,  has  led  him  to  despise  the  aspirator.  1  do  not  blame 
him  for  despising  it  when  it  is  applied  for  tapping  an  ovarian 
tumor,  but  the  conditions  presented  by  a  full  bladder  ai 
different.  T  consider  the  opposition  to  the  procedure  almost 
absurd.  Who  has  not  seen  the  case  of  a  man  with  stricture, 
who  has  probably  been  on  a  spree  the  night  before,  and,  in  addi- 
tion to  a  tortuous  stricture,  has  a  congested  urethra?  How 
often  have  we  labored  over  him  with  much  trouble  and  much 
patience  and  failed  to  pass  instruments,  his  bladder  in  the  mean- 
time rising  toward  the  umbilicus?  With  an  aseptic  aspirator 
he  is  relieved.  The  late  Dr.  David  Prince,  of  Jacksonville, 
Illinois,  reported  a  case  in  which  he  tapped  a  man  with  an 
aspirator  more  than  one  hundred  times  without  damage  ;  and 
doing  it  in  an  aseptic  manner,  it  is  harmless.  Under  these  cir- 
cumstances, as  has  been  proven  by  Dr.  Kollock's  experience, 
the  distended  bladder  is  safely  relieved  by  aspiration.  The 
spasmodic  and  congested  tendency  is  relieved,  and  time  and 
again  it  has  happened  to  me,  after  relieving  patients  with  a  dis- 
tended bladder  by  tapping,  that  I  have  succeeded  in  passing  the 
urethra  in  a  proper  way.  In  an  old  case  with  bad  kidneys,  we 
may  have  an  impassable  stricture,  and  it  puts  us  to  the  ih< 
of  doing  a  perineal  section.  The  patient  gets  a  free  opening  and 
free  drainage  ;  while  under  other  circumstances  I  have  known 
them  to  gel  ill  and  die.  You  will  see  eases  from  youth  to  middle 
age  with  stricture  which  need  only  ordinary  treatment,  but  you 
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cannot  pass  an  instrument  at  the  time.  To  say  that  we  shall 
stop  here,  it  strikes  me,  is  carrying  the  thing  a  little  too  far. 
So  far  as  I  am  personally  concerned,  I  no  more  hesitate  to 
tap  a  bladder  with  an  aspi rating-needle  than  to  do  the  simplest 
thing  that  presents  itself. 

I  pass  the  aspirating-needle  through  a  gas-flame,  which  is  an 
efficient  mode  of  disinfection,  cleanse  the  part  to  be  operated  on, 
and  then  aspirate  without  hesitation  and  with  invariable  success. 
If  those  gentlemen  who  are  opposed  to  this  simple  operation 
would  practise  it  more  frequently  I  think  they  would  possibly 
change  their  views. 


COMPLICATIONS  IX  PELVIC  AND  ABDOMINAL 
SURGERY,  AND  HOW  TO  DEAL  WITH  Til  KM. 


By  Joseph  Price,  M.D., 
Philadelphia. 


My  reasons,  briefly  stated,  for  choosing  this  subject  as  the 
matter  of  my  paper  before  this  Society,  are  that  the  impor- 
tance of  recognizing  the  part  that  complications  play  in  the 
work  of  the  surgeon  is  not  appreciated  by  the  generality  of 
medical  men,  by  general  Burgeons,  and  least  of  all  by  the 
tyro  in  surgery  and  by  those  who  are  anxious  to  begin  their 
Biirgica]  investigations  and  trial  trips  by  an  entrance  into  the 
domain  of  abdominal  or  pelvic  surgery.  First  of  all,  it  is  to 
be  considered  that  the  complications  in  this  special  branch  of 
surgery  are  primarily  those  of  surgery  in  general,  with  many 
things  superadded  to  render  them  more  formidable.  By  this 
I  mean  that  shock,  the  dangers  of  ausesthetization,  and  hemor- 
rhage, are  all  to  be  fouud  here  as  they  are  in  all  surgical  ex- 
perience. But  the  increment  which  renders  these  even  more 
formidable  than  they  are  in  the  surgery  of  the  external  parts, 
lies  in  the  fact  that  the  orgaus  dealt  with,  or  in  relation  to 
those  with  which  it  is  intended  to  deal,  are  the  really  vital 
members  of  the  economy.  Hence  the  dangers  from  shock  are 
intensified.  The  bloodvessels,  too,  are  to  be  managed  out  of 
> i  j. 1 1 1 ,  often  at  the  end  of  the  fingers  only,  and  a  special  tactile 
sense  is  really  necessary  to  insure  thorough  mastery  of  this 
complication,  or  rather  disadvantage.  These  suggestions  of 
the  difference  in  the  work  of  surgical   interfer  it  is 

found   by   the    general    and   special    Burgeon    in   this   depart- 
ment, will  be  readily  appreciated  if  we  consider  them,  along- 
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side  of  each  other,  still  farther.  The  general  surgeon  has, 
in  almost  all  his  work,  the  operation  before  him,  and  this  is 
the  end  to  which  he  directs  his  efforts.  The  abdominal  sur- 
geon lias  a  general  end  in  view,  but  alongside  of  this  he 
never  forgets  that  the  accidental  operation  that  he  may  per- 
chance have  to  do  in  order  to  accomplish  his  original  design 
may  in  its  importance  overshadow  and  surpass  all  that  it  was 
originally  intended  to  do. 

It  may  be  the  intention  of  the  surgeon  to  remove  the  ap- 
pendages for  a  bleeding  fibroid.  Now,  in  ordinary  operations 
the  removal  of  the  uterine  appendages  is  to  the  skilled  abdom- 
inal or  pelvic  surgeon  one  of  the  simplest  of  undertakings. 
If,  however,  under  the  conditions  named  above,  he  attempts 
to  accomplish  their  removal  without  holding  in  mind  the 
complications  that  as  a  rule  exist,  or  if  he  is  a  neophyte,  a 
learner,  or  an  experimental  dabbler,  he  will  find  too  late,  in 
many  cases,  that  he  has  attempted  an  operation  that  he  cannot 
finish;  or,  if  he  does  complete  it,  he  has  also  sacrificed  his 
patient  or  rendered  her  worse  off  than  before.  In  other  words, 
to  accomplish  a  cure  he  must  abandon  removal  of  the  appen- 
dages and  perform  hysterectomy,  which  has  little  in  common 
with  the  operation  originally  proposed.  Now,  if  this  idea  is 
still  further  carried  out,  we  shall  find  that  complications  do 
not  confine  themselves  to  one  system  of  organs,  but  extend  to 
all  surrounding  structures  by  reason  of  inflammatory  adhe- 
sions. This  is  true  of  bladder,  ureters,  intestine,  omentum, 
stomach,  and  liver.  Adhesions  are  the  banc  of  abdominal 
and  pelvic  surgery.  They  are  worse  in  pelvic  than  in  ab- 
dominal surgery,  and  hence  we  see  that  the  greatest  mistakes 
and  failures  are  made  by  those  who,  from  a  knowledge  of 
abdominal  surgery  simply  have  attempted  to  deal  with  pelvic 
inflammations.  The  abdominal  surgeons  who  can  be  counted 
as  really  successful  pelvic  surgeons  are  therefore  few.  This 
is  said  with  no  intention  of  detracting  from  the  importance 
of  abdominal  surgery.  The  strictly  abdominal  organs  must 
always  enter  largely  into  t\\v  domain  of  surgery.  What  I  mean 
to  maintain  is  that, generally  speaking,  the  complications  met 
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in  treating  the  surgical  affections  of  these  organs  are  fai 
accordingly  the  difficulty  of  dealing  with  them  is  not  so  great. 
I  have  briefly  outlined  the  argument  by  which  I  wish  to  call 
attention  to  the  importance  of  the  term  complication,  and  the 
reasons  for  which  it  enters  more  into  the  work  of  this  special 
branch  of  surgery  than  into  the  surgery  of  the  external  parts. 
Now,  let  us  consider  complications  in  detail. 

In  the  first  place,  take  adhesions.  These  in  all  pelvic 
ease  are  apt  to  fuse  the  adjacent  structure  until  they 
to  he  one  conglomerate  mass,  and  their  integrity  is  threat- 
ened with  destruction  by  efforts  to  separate  them.  Here, 
if  we  follow  the  rule  of  the  general  surgeon  or  the  post- 
mortem investigator,  calamity  will  be  our  only  result.  We 
cannot  use  either  knife  or  scissors  to  aid  us.  Th  dexterous 
use  of  the  finger-tips,  supported  by  the  supporting  nail,  is  our 
only  resource.  AYe  must  not  expect  to  force  our  way  with 
violence.  Our  only  hope  is  to  investigate  carefully,  find  a 
plane  of  cleavage,  such  as  the  mineralogist  finds  and  utilizes  in 
his  .-eientitic  investigations.  These  exist  no  less  truly  in  in- 
flammatory adhesions,  and  it  is  along  the  lines  formed  by 
such  adhesions  that  the  path  of  separation  must  be  sought. 
As  they  cannot  be  seen,  they  can  only  be  felt,  and  it  is  here 
that  t\ie  eTelicate  tactile  sense  comes  to  the  aid  of  the  experi- 
enced surgeon  and  enables  him  to  distinguish  between  lin  3  of 
cleavage  and  advances  into  the  integrity  of  the  organs  which 
it  is  necessary  to  preserve,  Once  having  separated  adhesion-, 
it  becomes  necessary  to  deal  with  the  hemorrhage  that  often 
accompanies  their  breaking  up.  Hemorrhage  here  is  what 
hemorrhage  is  nowhere  else.  Ligatures  will  not  control  it, 
styptics  cannot  be  used,  and  pressure  cannot  be  applied  indefi- 
nitely in  the  usual  way.  How,  then,  shall  we  control  it  V 
First,  we  must  resort  to  hot  water — hot  as  the  surroundings 
will  tolerate  without  injury  or  attacking  their  vitality.  I 
have  in  mind  a  late  patient  that  I  almost  lost  by  neglecting 
to  flush  the  pelvis  after  a  trying  operation. 

We  must  get  out  of  our  head-  the  idea  that  irrigation  is 
dangerous.    Too  often  in  my  experience  has  hot  water  brought 
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about  a  speedy  reaction  in  patients  whose  lives  were  almost  de* 
spairedof.  We  are  told  that  some  cases  do  not  need  flushing; 
and  that  they  do  badly  under  it.  J  reply  that  they  do  need 
flashing  if  desperate  cases,  and  if  they  do  badly  they  do  so  not 

on  account  of  the  flushing, but  the  operation  preceding  it. 

N  rt,  we  have  a  resort  in  packing.  Gauze  packing  accu- 
rately applied  to  the  bleeding  or  oozing  Burfaces,  SO  that  it 
can  be  removed  without  interfering  with  the  otherwise  cora- 
pleted  operation,  is  of  infinite  value  in  hemorrhage.  It  can 
be  Buffered  to  remain  indefinitely  almost,  broadly  speaking, 
at  least  up  to  sixty  or  seventy-two  hours,  if  clean  and  fresh, 
either  salicvlated  or  iodoibrmized. 

Next,  we  shall  remember  that  the  drainage-tube  controls 
hemorrhage.  The  tube  is  currently  spoken  of  as  if  it  were 
an  aunex  to  pelvic  surgery  easily  dispensed  with.  I  use  it 
almost  without  exception  in  complicated  cases  with  universal 
adhesions,  and  in  all  cases  of  suppurative  forms  of  pelvic  dis- 
ease, or  where  free  oozing  or  hemorrhage  is  feared.  My  results 
are  better  than  those  obtained  without  its  use.  It  is  the  testi- 
mony of  the  nurses  that  cases  with  drainage  have  more  unevent- 
ful recoveries  with  the  tube  than  without  it.  And  there  is  a 
reason  for  all  this.  Drying  the  pelvis  by  -constant  removal 
of  fluids  gives  the  leaking  vessels  a  chance  to  recover  them- 
selves and  become  sealed.  Moisture  thwarts  this.  Now  how 
shall  I  take  care  of  the  tube?  How  shall  I  place  it;  how 
shall  I  dress  it?  All  this  belongs  to  the  question  as  to 
whether  it  shall  be  used.  Nothing  will  clean  a  tube  so  well  as 
frequent  drainage  by  the  long-nozzled  syringe.  Capillary  wick 
will  not  do  it,  because  capillary  wick  will  not  take  up  debris 
that  gravitates  to  the  bottom  of  the  pelvis,  having  escaped 
the  irrigation,  as  it  sometimes  may  do.  Again,  lymph  hard- 
ening in  the  capillary  meshes  destroys  their  absorbent  power 
and  thwarts  the  end  for  which  it  is  used.  Further,  if  there 
is  the  least  irritating  quality  m  the  fluid  draining,  it  is  retained 
in  the  tube  by  means  of  the  wick  and  becomes  more  irri- 
tating. And  lastly,  the  introduction  of  wick  into  a  tube,  as 
small  as  should  be  used   and  changed  as  often  as  is  consistent 
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with  good  and  efficient  drainage,  is  a  matter  not  ueai 
readily  accomplished  as  by  the  syringe.     This  is  so  plain  as 
to  admit  of  no  controversy.      Drain  the  tube  often  enough 

to  keep  it  dry,  dress  it  so  as  to  keep  the  patient  dry  and 
cKan,  and  remove  it  so  soon  as  the  discharge  is  clear — 
are  the  postulates  of  its  successful  application. 

Adhesions — how  are  we  to  deal  with  them  if  complicated 
with  intestine?  It  is  evident  that  the  integrity  of  the  bowel  is 
to  be  maintained.  Hence,  if  it  is  injured  it  is  to  he  stitched  up 
by  the  finest  possible  silk  in  the  neatest  possible  way,  and  in 
a  manner  not  to  interfere  with  its  function.  No  holes  are  to 
be  left  in  the  omentum,  and  stringy  masses  thereof  are  to  be 
carefully  tied  oil'.  We  should  pay  especial  attention  to  bring- 
ing the  omentum  down  into  as  near  a  physiological  position 
as  possible.  Leaving  it  to  itself,  where  it  may  contract  adhe- 
sions, is  a  sure  way  to  have  after-complications  to  deal  with. 
If  it  is  to  adhere  to  anything  it  should  be  put  where  it  will 
be  likely  to  cause  least  trouble. 

Reoperation  on  old  cases  is  the  worst  possible  state  of  affairs 
to  contemplate.  One  never  knows  what  is  going  to  turn  up. 
There  is  very  little,  often,  to  be  hoped,  and  however  great  the 
case  the  results  are  often  bad.  One  reason  now  no  longer  is 
present  for  reoperation.  I  mean  the  use  of  strong  antiseptics 
in  solution,  spray,  and  otherwise.  They  formerly  were  at  the 
bottom  of  a  great  deal  of  post-operative  inflammation.  The 
direct  method  of  dealing  with  all  pelvic  inflammation  is 
urgently  to  be  advised.  Instant  enucleation  cannot  fail  to  be 
more  satisfactory  than  any  other  means.  Puncturejjer  vagvnam 
is  easily  disposed  of  as  unsatisfactory  and  often  dangerous. 
When  enucleation  is  practised  Ave  have  under  our  eye  or  touch 
the  essential  relation  of  the  parts  and  their  environments,  and 
we  also  know  to  what  extent  the  mischief  is  confined  to  one 
set  of  organs,  and  whether  it  has  implicated  this  or  that 
structure.  Not  so  when  any  of  the  so-called  conservative 
methods  are  used.  I lere  we  grope  in  the  dark.  We  wait 
until   this  or  that  set  of  symptoms   is  developed,  and  vainly 
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strive  to  justify  the  methods  of  delay  by  imaginary  refinement 
of  diagnosis,  which  cannot  be  made  outside  of  the  pelvis,  to 
Bay  nothing  of  its  impossibility  inside  of  it. 

The  plea  of  my  paper  is  for  exact — absolutely  exact — pains- 
taking work,  that  shall  leave,  nothing  for  regret,  nothing  to  do 

over,  nothing  to  explain,  but  shall  stand  out  in  the   light  of 

results  as  justifiable,  scientific,  and  perfect  when  put  beside 
methods  that  palliate  without  curing,  and  are  no  more  a  part 
of  real  BUrgery  than  is  hypnotism  refreshing  sleep. 

DISCUSSION. 

Dr.  H.  P.  C.  Wilson,  of  Baltimore,  Md. — The  paper  just 
read  by  Dr.  Price  is  an  interesting  one,  and  should  not  pass 
without  full  and  free  discussion.  He  spoke  of  the  complications 
of  pelvic  surgery,  and  there  are  very  few  cases  that  come  under 
my  care  that  are  not  complicated.  The  cases  he  has  presented, 
together  with  the  illustrations,  are  comparatively  common.  We 
see  many  such  as  he  reports. 

The  methods  of  the  essayist  are  very  interesting  indeed,  and  I 
learned  a  good  many  points  from  the  reading  of  his  paper.  I 
have  seen  many  cases  where  there  was  pus  in  the  cavity  without 
cellulitis ;  but  if  these  cases  are  allowed  to  go  on  there  will  event- 
ually be  set  up  a  cellulitis,  and  the  consequence  is,  the  sooner 
they  are  operated  on  the  better. 

Another  point  of  importance  he  makes  (I  agree  with  him) : 
it  is  not  good  practice  to  use  strong  antiseptic  solutions  such 
as  were  formerly  used.  I  have  seen  injury  done  by  them; 
and,  at  the  same  time,  I  do  not  believe  that  in  a  great  many 
cases  the  surgeon  prefers  to  operate  upon  them  per  vaginam. 
I  do  not  believe  the  trouble  can  be  throughly  reached  in  that 
way. 

Another  point.  Dr.  Price  seems  to  prefer  drainage  in  every 
case.  Now,  from  my  own  experience,  I  scarcely  believe  that  we 
are  justified  in  using  a  drainage-tube  in  every  case.  There  must 
be  a  reason  for  that.  Where  there  are  few  adhesions,  and  these 
easily  separated ;  where  there  is  little  hemorrhage,  and  little 
bloody  oozing,  I  believe  that  if  the  operation  has  been  done 
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sceptically  there  will  be  no  reason  for  the  insertion  of  a  drainage- 
tube.  But  what  I  nro.se  principally  for  was  to  ask  Dr.  Price  a 
question.  If  he  finds  a  case  where  there  are  adhesions  of  the 
ovaries,  tubes,  the  uterus,  intestines,  and  omentum,  all  bound 

together — I  do  not  mean  little  adhesions  that  by  taking  hold  of 
them  you  can  tear  away  easily,  but  I  mean  Strong  adhesions  thai 
cannot  be  broken  up  without  leaving  a  considerable  wound — I 
would  like  to  know  how  he  would  manage  a  ease  like  this? 

Dr.  Henry  O.  Marcy,  of  Boston,  Mass. — If,  gentlemen  of 
the  Association,  I  arose  for  no  other  purpose,  it  would  be  a  greal 
delight  to  me  to  commend  Dr.  Price's  admirable  work  and  the 
enthusiastic  devotion  which  he  is  giving  to  it.  He  has  taught 
me  a  good  many  things;  perhaps  he  will  teach  me  many  more  ; 
but  at  certain  points  I  disagree  with  him  in  reference  to  the  class 
of  cases  in  illustration  of  which  he  has  exhibited  this  admirable 
specimen.  I  have  thought  for  a  good  while  that  we  really  had 
no  collections  of  pus  in  the  pelvic  cavity  that  we  could  not  trace 
to  some  one  of  the  diseased  organs,  and  that  the  so-called  hema- 
tocele of  the  books  was  in  a  large  measure  a  misinterpretation 
or  a  iiction.  However,  I  desire  to  put  on  record  a  case  that  will 
instruct  Dr.  Price.  I  have  found  what  he  has  been  looking  for 
and  failed  to  find. 

About  eighteen  months  ago  I  saw  a  patient  who  had  been 
under  the  observation  of  three  or  four  different  surgeons,  with 
all  the  evidences  of  hemorrhage  of  the  so-called  intra-pelvic 
variety.  The  question  of  impregnation  had  been  raised,  and  it 
was  my  belief  that  it  was  one  of  those  marked  cases  in  which 
operation  had  better  be  deferred — that  should  have  been  treated 
primarily  by  abdominal  section.  I  therefore  performed  lapar- 
otomy in  the  presence  of  two  or  three  surgeons,  and  to  my  sur- 
prise I  found  the  hematocele  was  beneath  the  peritoneum,  and 
there  were  no  evidences  of  the  abdominal  organs  being  implicated. 
I  closed  the  abdomen  and  then  opened  per  vagincm,  removing 
about  two  quarts  of  clotted  and  broken-down  blood.  A  large 
drainage-tube  was  then  inserted,  careful  attention  given  to  the 
patient,  followed  by  recovery. 

In  reference  to  complications,  a  good  deal  might  be  said  that  has 
been  omitted  by  our  admirable  essayist.  A  recent  case  affords  a 
point  for  illustration.  I  was  mi-taken  in  what  seemed  in  be  a 
nionocyst.  I  gave  the  diagnosis  that  it  was  probably  a  cyst  of  the 

S  Surg  G 
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broad  ligament  The  physician  in  attendance  accepted  the  diag- 
nosis, and  remembering  that  cysts  of  the  broad  Ligament  are 
times  cured  by  tapping,  thought  thai  tapping  would  be  the  thing. 
The  attending  physician  said  he  had  removed  a  certain  amount 
of  clear  fluid,  and  the  patient  did  well  afterward.  Shortly  after 
thifl  1  was  asked  to  come  and  perform  laparotomy,  as  the  tumor 
had  reappeared.  Everything  now  had  changed.  The  tumor 
was  a  multiple  cystoma  of  the  ovary  and  was  bound  down  by 
adhesions,  and  they  were  separated  with  the  greatest  difficulty 
with  many  bleeding-points  about  the  growth.  At  the  point  of 
puncture  there  was  an  abscess.  When  I  asked  about  her  pre- 
vious condition  the  attending  physician  said  that  he  had  forgotten 
to  tell  me  that  she  had  had  an  elevated  temperature  for  some 
days.  He  did  not  think  that  that  was  worth  while  taking  into 
account.  The  complications  were  such  that  we  failed  to  make 
the  operation  outlined  by  Dr.  Price.  It  was  not  the  removal  of 
what  at  the  early  part  of  the  case  seemed  to  be  a  very  small 
unattached  tumor,  but  the  dissecting  out  of  multiple  masses 
bound  down  by  adhesions,  and  the  uterus  so  involved  that  a 
complete  hysterectomy  was  demanded.  Fortunately  the  patient 
made  a  recovery ;  but  it  was  a  narrow  chance  for  life. 

In  reference  to  hemorrhage,  I  fully  believe  in  irrigation,  as 
has  been  pointed  out  to  you  by  Dr.  Price.  I  do  not  believe  it 
is  dangerous  to  use  sterilized  water  in  any  amount ;  we  know  it 
may  be  of  advantage. 

In  reference  to  packing,  I  do  not  think  it  is  necessary  to  have 
packing  remain  as  long  as  forty  or  seventy  hours  in  order  to 
control  hemorrhage.  A  few  hours  will  suffice,  and  it  is  very 
rare,  I  am  sure,  in  my  experience  that  I  have  to  pack  at  all.  In 
the  more  troublesome  cases,  with  the  patient  in  the  Trendelen- 
burg position,  I  am  able  to  secure  the  bleeding-points. 

With  reference  to  the  use  of  the  drainage-tube,  I  shall  take 
exception  to  the  experience  of  most  of  the  gentlemen  present. 
The  reason  of  my  application  of  the  drainage-tube  is  not  for  the 
elimination  of  simple  fluids.  Dr.  Price  has  said  that  babies,  even, 
may  be  digested  by  the  peritoneum,  and  speaks  light  of  it  as  if 
it  were  an  ordinary  process  of  digestion.  I  am  sure,  a  great 
many  things  may  be  disposed  of  by  that  wonderful  membrane,  of 
which  we  have  yet  to  learn  much.     There  are  certain  things 
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that  we  do    not  want  to  get  into  the  abdominal  cavity,  and  they 

are  the  various  bacteria  that  you  and  J  a>  Burgeons  have  to  fear 

and  have  learned  in  a  measure  to  control.  If  we  have  a  Beptic 
abscess  we  may  very  properly  use  a  drainage-tube;  hut  if  we 
Lave  an  aseptic  pelvis  or  an  aseptic  abdomen  into  which  we  put 
a  drainage-tube,  I  am  not  sure  but  that  we  are  likely  thereby  to 
further  endanger  the  individual's  life.  Every  time  a  few  drops 
of  fluid  are  sucked  from  such  a  tube  a  regurgitating  current  of 
air  replaces  it,  and  the  air  itself  which  is  carried  in  is  infected 
or  germ-bearing  air,  and  is  almost  sure  to  be  dangerous — the  in- 
troduction of  a  foreign  vitalized  element  into  the  pelvic  cavity, 
which  you  and  I  are  thereby  attempting  to  cleanse.  Dr.  Price 
has  told  you  that  an  aseptic  blood-clot  is  not  a  dangerous  thing 
to  leave  in  the  pelvis ;  I  believe  it.  The  danger  is  from  infec- 
tion, and  the  problem  is,  how  best  to  prevent  it ;  when  present, 
how  best  remove  it.  These  are  the  factors  of  practical  impor- 
tance to  you  and  me  in  the  class  of  cases  we  have  under  discussion 
this  afternoon. 

Dr.  George  R.  Dean,  of  Spartanburg,  S.  C. — Too  much 
stress  cannot  be  laid  upon  the  remarks  of  Dr.  Price  in  surgery 
of  the  pelvis  in  being  prepared  for  any  emergency.  I  will  relate 
a  case  I  have  seen  recently  bearing  on  that  subject.  It  is  true — 
and  every  surgeon  who  has  opened  the  abdomen  can  fully  sub- 
stantiate what  I  say — that  in  almost  every  case  we  find  some- 
thing that  we  did  not  expect.  It  was  the  case  of  a  distinguished 
operator  in  which  there  was  thought  to  be  a  simple  ovarian 
cystoma.  No  preparations  had  been  made  for  an  extensive 
operation,  and  what  the  operation  was  I  have  not  as  yet  found 
out.  I  know  that  two  surgeons  were  engaged  with  both  hands 
in  the  pelvis  for  nearly  an  hour,  pulling  and  dragging  at  some- 
thing. They  never  finished  the  operation,  and  the  wound  was 
finally  closed.  There  were  many  adhesions  and  they  ruptured 
something  that  bled  profusely.  The'  surgeons  became  I 
The  next  day,  at  the  post-mortem,  a  sponge  was  found  in  the 
cavity. 

I  will  relate  another  case,  in  which  hysterectomy  was  contem- 

■  !.      After  the  abdomen  was  opened  and  an  ezplorati  o 

made  in  the  pelvis,  the  gentleman  remarked  he  did  not  think  be 

would  do  a  hysterectomy,  that  the  adhesions  were  I  it,  and 
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that  he  would  take  out  the  ovaries,  which  would  answer  every 
purpose,    dust  there  he  forgot  himself,  and  instead  of  surveying 

the  field  carefully  to  see  if  he  could  remove  them,  lie  took  out 
one  and  found  he  eould  not  remove  the  other.  So  he  left  his 
operation  incomplete,  the  woman  going  back  to  bed  no  better 
than  before. 

A  third  case  illustrates  the  other  side  in  the  hands  of  my 
friend,  Dr.  Price.  An  operation  was  undertaken  for  the  removal 
of  an  ovarian  cyst,  which  was  supposed  to  be  the  trouble.  A  huge 
abscess,  ovarian,  was  found  full  of  pus,  and  attached  to  it  was  a 
knuckle  of  bowel,  a  perforation  and  sinus  in  the  wall  of  the 
intestine.  The  operator  thought  of  finding  nothing  but  what  lie 
was  looking  for.  But  being  ready  of  resources,  he  removed  the 
pus  sac,  excised  six  inches  of  bowel,  made  an  anastomosis,  and 
approximated  the  ends  at  the  same  time.  The  patient  was  put 
to  bed.  Time,  forty-five  minutes.  The  temperature  never  rose 
above  99°.     A  rapid  recovery  followed. 

I  have  seen  accidents  such  as  have  been  referred  to  by  the 
bowel  being  cut;  I  have  seen  the  bladder  cut,  sewed  up,  and  no 
bad  results  from  it.     The  surgeon  never  forgot  himself. 

In  regard  to  packing,  referred  to  by  Drs.  Price  and  Marcy,  I 
would  recommend  the  use  of  gauze  instead  of  sponges.  I  have 
tried  sponges  and  have  found  them  grafted  to  the  whole  perito- 
neal cavity  in  fourteen  hours,  and  with  the  greatest  difficulty  I 
have  succeeded  in  separating  them.  I  think  the  packing  might 
be  allowed  to  remain  even  longer  than  fourteen  hours,  if  neces- 
sary, if  gauze  is  used. 

In  regard  to  drainage-tubes,  a  good  many  advise  not  to  drain 
unless  you  have  sepsis.  I  understand  that  Dr.  Price  believes  in 
drainage  where  there  are  extensive  adhesions,  and,  as  the  Doctor 
said,  in  a  case  of  universal  adhesions  no  operation  is  complete 
unless  they  are  throughly  broken  up.  You  will  leave  your 
patient  in  as  bad  a  condition  as  you  found  her,  if  the  adhesions 
are  not  broken  up.  Everything  should  be  turned  loose.  In 
every  case  where  there  is  a  large  surface  denuded  and  a  gradual 
flow  of  fluid,  I  think  drainage-tubes  are  necessary.  You  will 
find  that  your  patient  gets  along  better ;  the  peritoneum  being 
kept  dry,  absorption  takes  place  much  more  readily. 

Jielative  to  punctures,  I  think  the  puncturing  of  cysts  or 
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anything  else  should  be  avoided  as  much  as  possible.  I  will  give 
you  :i  little  of  my  own  experience  in  this  connection.  In  open- 
ing the  abdomen  of  a  woman  for  what  I  thought  to  be  a  Bimple 
cyst  I  used  a  small  trocar.    After  the  incision  was  made  through 

the  walls,  I  punctured  the  cyst  through  the  incision,  and  the 
trocar  cut  a  bloodvessel  in  the  cyst-wall  right  under  my  eyes%  and 
the  woman  would  have  bled  to  death  in  fifteen  minutes.  That 
occurrence  can  easily  happen  in  any  case  punctured.  I  had  to 
stop  that  bleeding  vessel  with  a  ligature  before  I  proceeded  with 
the  operation.  We  should  be  slow  about  putting  a  trocar  into 
the  abdomen  where  we  cannot  see  what  we  are  doing. 

Dit.  Cornelius  Kollock,  of  Cheraw,  S.  C. — It  is  hardly 
worth  while  for  me  to  state  that  I  was  pleased  with  Dr.  Price's 
paper.  I  was  instructed  by  it  very  much.  I  was  particularly 
pleased  with  one  point,  where  he  says  we  may  find  pus  in  the 
cavity,  yet  no  cellulitis  is  there.  That  opinion  I  have  enter- 
tained for  some  time.  It  is  sale  for  us,  I  think,  to  follow  the 
maxim  of  Sir  Spencer  Wells — that  he  never  knows  what  he  is 
going  to  find  until  he  enters  the  cavity. 

I  had  a  case  last  winter,  an  old  lady  about  sixty-eight  year-  of 
age,  wHo  had  an  ovarian  cyst.  I  went  to  operate  on  her  for  another 
doctor.  "When  I  examined  her  I  hesitated  about  operating, 
because  I  thought  the  adhesions  were  too  extensive.  The  doctor 
said  he  did  not  think  so.  "  Well,"  I  said,  "  we  will  soon  see."  I  oper- 
ated, and  a  quantity  of  matter  gushed  out.  It  proved  to  be  liga- 
mentous ovarian  cystoma  low  down  in  the  cavity  of  the  pelvis.  It 
was  firmly  adherent.  It  adhered  to  the  bowel,  uterus,  bladder, 
and  the  abdominal  walls  all  around.  I  could  not  get  my  fingers 
between  the  cyst  and  the  abdominal  walls,  the  adhesions  were  so 
firm.  Some  twenty  grains  of  morphine  had  been  administered 
daily.  I  saw  the  condition  of  things,  and  advised  not  to  tear 
her  bowels  all  to  pieces.  She  had  been  tapped  fifteen  times. 
We  closed  her  up  after  the  pus  had  been  washed  from  the  cavity. 
There  was  not  a  particle  of  cellulitis.  This  patient  lived  three 
months  after  the  operation.     Strange  to  >a-  duced  her 

morphine  from   a  scruple  to  t!  ins  a  (\a\  without 

apparent  discomfort.    Appetite  an!  d  were  good;  she 

cheerful,  moved  about  her  house  with  ease,  and  rode  out 
occasionally.  She  died  very  suddenly,  probably  from  heart 
failure  or  Budden  effusion  into  the  ;  im. 
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Dr.  A.  VANDEB  Veer,  of  Albany,  N.  Y. — Dr.  Price's  work 
always  instructs  me.  I  enjoyed  listening  to  the  report  of 
and  particularly  the  ones  reported  by  the  Doctor.  I  wi>h  to  put 
on  record  a  few  sentences  in  discussing  the  paper  and  the  speci- 
men he  has  presented,  and  first  in  regard  to  abdominal  and  pel- 
vic surgery.  I  believe  it  is  possible  to  make  a  distinction  of  this 
kind.  I  believe  that  Dr.  Price  i-  peculiarly  fortunate  in  having 
as  his  backing  in  the  profession  men  who  recognize  the  condition 
so  early  that  they  can  bring  their  cases  to  him,  and  make  a  pelvic 
surgeon  of  him.  I  do  not  know  of  any  city  in  the  Union,  or,  in 
fact,  in  the  world,  where  there  is  collected  such  a  number  of  cases 
of  extra-uterine  pregnancy  as  is  reported  from  time  to  time  from 
Philadelphia.  I  believe  in  my  own  city,  and  I  say  it  with  all  de- 
ference to  the  able  class  of  practitioners  there,  that  they  need  some 
education  yet  in  regard  to  the  recognition  of  this  condition  of  extra- 
uterine pregnancy.  Cases  continue  to  die  in  certain  portions  of 
the  United  States  that  are  not  recognized,  because  the  family 
physician  is  too  late  in  calling  in  the  pelvic  surgeon.  The 
abdominal  surgeon  must  do  this  work,  and  he  is  as  competent 
to  do  the  work  as  the  pelvic  surgeon. 

Regarding  pelvic  adhesions  spoken  of  by  the  different  *gentle- 
men  who  discussed  the  subject,  I  know  of  no  adhesions  so  em- 
barrassing as  those  which  form  within  the  pelvis,  and  which 
implicate  the  pelvic  veins.  If  the  adhesions  are  great,  there  is 
a  possibility  of  catching  and  tearing  the  iliac  vein,  and  the  sur- 
geon needs  to  be  on  the  alert  not  to  lose  his  head.  Here — and 
Dr.  Price  did  not  refer  to  it — I  have  seen  good  result  in  one  case 
where  the  patient  was  put  in  the  Trendelenburg  position.  I  be- 
lieve this  position  is  of  value  to  us  as  abdominal' surgeons  in  the 
treatment  of  such  cases.  If  you  remove  such  a  magnificent 
specimen  as  Dr.  Price  has  presented  to  us  in  the  case  of  a  pus 
tube — such  a  splendid  case  of  extra-uterine  pregnancy — I  believe, 
with  Dr.  Dean  and  others,  that  gauze  is  far  superior  for  the  pur- 
pose of  drainage,  and  I  simply  desire  to  put  myself  on  record  as 
in  favor  of  it.  In  these  cases,  I  look  upon  the  drainage-tube  as 
of  more  service  than  simply  the  removal  of  septic  fluid.  It  is 
one  of  the  best  danger-signals  we  can  make  use  of;  it  tells  us  what 
is  going  on  in  the  pelvis.  Dr.  Price  made  a  rather  broad  asser- 
tion, and  I  am  sorry  I  have  to  differ  with  him  on  that  point,  that 
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the  use  of  the  Byringe  in  cleaning  out  the  drainage-tube  admits 

of  little  or  DO  discussion.    I  have  never  used  it  more  than  in  two 

and  that  was  some  six  years  ago.     J  was  not  favorably 

impressed  with  the  Byringe.     I  use  iodoform  gauze.     When  the 

patient  is  taken  from  tin1  operating-table  a  neat  dressing  has 

applied,  with  the  rubber  dam  placed  around  the  drainage- 
tube,  and  lam  satisfied  my  nurses  can  pass  down  into  that  drain- 
age-tube every  ten  minutes,  if  necessary,  a  long  atrip  of  gauze 
carefully,  and  by  capillary  drainage  we  do  not  distress  the 
patient,  and  we  do  not  suck  in  air,  which  occurs  when  we  use 
the  syringe. 

The  pelvic  surgeon  needs  to  be  exceedingly  careful,  cautious, 
and  calm  in  his  work  in  closing  up  all  the  damage  he  has 
done.     We  are  obliged  in  loosening  adb  ime  little 

force.     In   loosening   them  up  we  may  detach    th<>   mesentery 
from  the  intestine  itself  in  such  a  way  that  the  intestine 

We  should  look  into  this  matter  carefully.  We  should 
make  use  of  the  mesentery  in  such  a  way  that  the  circulation 
may  be  restored,  and  the  gut  wrapped  up  in  the  folds  of  the 
mesentery,  surrounded,  as  it  were,  with  a  good,  nourishing  blood- 

.  such  as  Dr.  Senn  does  in  his  cases  of  resection.  Then, 
when  we  have  done  this,  the  toilet  of  the  abdomen  should  be 
looked  after  with  care  as  to  the  replacing  of  organs.  Do  not  let 
the  sigmoid  flexure,  a  little  lax,  perhaps,  rest  underneath  the 
sternum.  Put  the  intestines  back  in  their  proper  position,  and 
arrange  the  mesentery  so  that  it  may  be  a  resistance  to  the  un- 
pleasant adhesions  which  result  in  leaving  the  roughened  sur- 
faces of  the  intestines  in  such  a  position,  which  cause  additional 
disturbances  which  follow  after  the  patient  has  recovered  from 
the  operation. 

As  regards  puncture  through  the  vagina,  I  think  the  D 

tdorse  him.     I  cannot  Bee  very  much 
good  from  draining  through  the  vagu  illus- 

a point  in  regard  to  adhesions  in  pelvic  peritonitis.    A  lady, 

twenty-four  years  of  age,  married  four  years,  no  children,  two 

from  pelvic  trouble  of  the  right  ride.    She 

under  the  care  of  a  physician  who  do  1    deal  of 

min..r  gynecol  L<as1  December  he  punctured  through  the 

vagina  with  an  aspirator,  and,  as  he  >aid,  withdrew  two  ounces 
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of  pus.  Afterward  Ik-  put  iu  his  scalpel  at  the  point  where  he 
originally  introduced  the  aspirator,  and  got  an  unexpected  gush 
of  blood.  He  packed  and  packed,  and  finally  controlled  the 
hemorrhage,  leaving  the  woman  in  a  serious  condition.  She 
went  along  three  or  four  months  fairly  well.  I  saw  her  in  July. 
The  weather  was  hot;  her  condition  seemed  alarming.  I  could 
make  out  a  large  growth  connected  with  the  uterus,  extending 
out  into  the  broad  ligament.  The  weather  was  so  hot  that  we 
placed  her  out  in  a  little  cottage  outside  of  the  bounds  of  the 
city,  and  watched  her  carefully  for  four  weeks.  There  was  no 
particular  improvement,  and  it  became  necessary  to  do  some- 
thing. I  did  an  abdominal  section,  made  an  incision,  and  as 
soon  as  I  cut  through  the  peritoneum  it  was  impossible  to  find 
any  surgical  landmark  whatever.  I  made  a  search  through  the 
folds  of  the  small  intestine  until  I  found  a  fluctuating  body  in 
the  right  side,  and  introduced  a  trocar.  I  found  a  certain  quan- 
tity of  pus,  which  was  evactuated.  I  then  enlarged  the  opening, 
and  realized  then  that  I  had  a  pus  sac  to  deal  with.  I  am  frank 
to  say  I  could  not  enucleate  it.  I  exposed  the  small  intestines, 
inserted  a  glass  drainage-tube,  and  packed  with  iodoform  gauze. 
The  patient  had  had  chills  a  week  before ;  she  had  a  rapid  pulse, 
and  was  sinking  rapidly,  vomiting  everything  taken  into  her 
stomach.  After  this  operation  she  went  on  until  she  became 
nearly  a  well  woman.  I  do  not  know  what  Dr.  Price's  experi- 
ence is  in  these  cases,  but  I  was  obliged  to  put  in  a  drainage- 
tube  to  save  her. 

Dr.  J.  Edwin  Michael,  of  Baltimore,  Md. — I  would  like  to 
say  a  few  words  in  regard  to  the  use  of  drainage-tubes  and 
vaginal  puncture. 

A  week  or  two  ago  I  had  a  case  in  which  extra- uterine  (tubal) 
pregnancy  was  diagnosticated,  and  laparotomy  was  performed. 
The  usual  difficulties  presented  themselves.  The  finger-tips  were 
used  exclusively  in  separating  adhesions,  of  which  there  were  a 
good  many,  and  many  blood-clots.  A  great  deal  of  douching 
was  necessary  to  clean  out  the  abdominal  cavity.  I  fully  agree 
with  Dr.  Price  in  regard  to  the  nou-injuiious  properties  of  ster- 
ilized hot  water  ;  I  use  it  freely,  and  use  large  quantities  of  it ; 
nevertheh  -  unable  to  get  out  ail  the  blood-clots.     Sur- 

faces which  had  been  adherent  had  been  left  in  this  case.    With- 
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out  hesitation  I  put  in  a  drainage-tube  and  drained  the  cavity. 
The  patient  recovered,  and  everything  was  satisfactory.  The 
young  gentleman  (foetus)  -was  not  discovered  roosting  on  the 
pancreas  or  elsewhere. 

On  another  occasion  I  removed  an  ovarian  cyst  from  the 
broad  ligament.  It  required  a  great  deal  of  time  and  trouble  to 
do  it,  on  account  of  the  adhesions  between  the  tumor  and  the 
broad  ligament.  There  were  no  adhesions  to  other  structures, 
so  that  when  the  operation  was  completed  I  had  no  clots  to  deal 
with,  and  the  abdominal  cavity  was  in  a  perfectly  dry  condition. 
In  that  case,  without  hesitation,  I  sewed  up  the  abdominal  cav- 
ity without  drainage.  In  these  two  cases,  according  to  my  view — 
which  I  am  perfectly  willing  to  change  if  convinced  that  it  is 
wrong — we  have  an  illustration  of  the  proper  basis  for  drainage. 
We  should  use  it  according  to  the  circumstances  of  the  case,  and 
not  use  it  indiscriminately.  I  do  not  think  it  can  do  much  harm 
in  a  case  uncomplicated  by  adhesions  or  clots,  and  I  do  not  see 
how  it  can  do  much  good,  and  it  certainly  lengthens  the  time  of 
convalescence;  so  that,  following  the  rule  which  I  have  adopted 
for  some  time  past  in  general  surgery,  I  believe  where  the  ab- 
dominal cavity  is  in  proper  condition,  where  there  are  no  residual 
elements,  such  as  blood-clots,  it  is  the  best  surgery  to  sew  up  the 
cavity  without  the  use  of  a  drainage-tube.  I  have  followed  this 
rule  for  some  time,  and  am  more  and  more  convinced  that  it  is 
the  proper  course  to  pursue. 

With  regard  to  puncture  through  the  vaginal  wall,  I  wish  to 
report  a  case  in  which  I  may  have  committed  an  error  in  view  of 
those  who  know  more  about  it  than  I  do.  I  made  a  puncture  through 
the  vaginal  wall.  It  was  the  case  of  a  woman  twenty-two  y< 
age,  married  but  a  short  time.  Inquiry  revealed  the  fact  that 
her  reputation  was  questionable.  She  had  had  gonorrlnea  in  all 
probability.  She  presented  certain  febrile  symptoms,  which  her 
physician  had  not  been  able  to  explain  until  an  obstn 
made  itself  apparent  in  straining  at  stool.  Upon  examination 
I  found,  in  passing  my  linger  into  the  rectum,  a  mass  which 
filled  the  cavity  to  some  extent.  The  vagina  was  fixed  well 
toward   the   pubic  and   the   08   uteri   displace  I 

Upon  the  posterior  vaginal  wall  there  was  well-marked  fluctuation. 
I  introduced  a  small  trocar  to  evacuate  the  pus,  and  enli 
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the  opening  with  a  Pott's  uterine  dilator,  and  about  a  half  pint 
of  pus  escaped.  I  made  an  external  opening  through  the  vagina, 
which  would  allow  of  I  bility  of  a  complete  cure.     Even 

if  there  is  not  a  complete  cure,  ami  laparotomy  and  the  removal 
of  a  pus  tube  or  ovary  should  become  necessary,  it  would  be  a 
rave  operation  than  it  would  have  been  to  open  below  at 
the  time  I  speak  of.  I  do  not  understand  how  the  abdominal 
cavity  could  have  been  opened  without  flooding  it  with  pus.  The 
patient  is  doing  remarkably  well.  Whether  a  subsequent  lapar- 
otomy will  be  necessary,  I  cannot  tell. 

Dr.  Joseph  Tabeb  Johnson,  of  Washington,  D.  C. — I  de- 
i  refer  to  a  case,  and  ask  Dr.  Price's  mode  of  management 
of  such  a  complication.  The  case  is  one  of  considerable  interest, 
because  the  woman  has  been  in  bed  ten  weeks  already  from  the 
effects  of  an  abscess  in  the  pelvis,  which  broke  through  the  rec- 
tum and  discharged  a  great  quantity  of  offensive  pris.  Before 
it  broke  there  was  great  pain  on  the  right  side.  The  tempera- 
ture, pulse,  chills,  and  sweats  all  indicated  abscess,  and  during 
the  time  of  its  development  the  patient's  right  leg  was  enormously 
swollen,  similar  to  milkdeg.  She  got  wTell  of  that,  and  the  con- 
dition has  nowr  repeated  itself  on  the  left  side.  This  mas3  is  be- 
hind the  uterus,  which  is  in  a  fixed  position.  It  feels  as  firm  as 
a  brick  in  the  side  of  a  house.  The  patient  has  a  temperature  of 
102°  in  the  evening,  with  a  less  temperature  in  the  morning. 
Her  left  leg  is  so  swollen  that  it  is  twice  its  natural  size.  I  have 
delayed  operation  on  account  of  the  condition  of  the  leg  and  the 
enfeebled  state  of  the  patient.  I  would  like  to  ask  Dr.  Price 
how  he  wrould  manage  a  complication  of  that  kind.  Would  he 
operate  at  once  or  wait  for  improvement  ? 

Dr.  Price. — I  may  skip  some  of  the  points  brought  out  in 
the  discussion,  but  I  shall  endeavor  to  cover  the  ground.  One 
or  two  gentlemen  spoke  of  the  true  pelvic  and  abdominal  sur- 
geon. We  feel  we  are  divided  into  two  camps — the  old  and  new 
school  of  abdominal  surgeons.  You  remember  the  list  of  "  dont's" 
in  Peasley's  work.  Don't  do  so  and  so.  "  Don't  remove  an 
ovarian  cystoma  while  the  patient  can  walk  a  little."  "While 
the  cystoma  remains  small  and  in  the  pelvis,  does  not  fdl  the 
pelvic  basin  higher  than  the  ileo-pectoneal  line,"  we  still  have 
utterance  from  Sir  Spencer  Wells  not  to  operate.     Dr.  Homans, 
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in  his  long  series  of  abdominal  sections,  reports  but  one  pelvic 
operation  for  pus.  The  older  ovariotomistfl  will  Dot  do  pelvic 
operations,  and  many  of  them  remain  obstructionists  in  this  im- 
portant branch  of  surgery.     I  can  take  table-  and  demonstrate 

that  my  statements  in  regard  to  early  operative  interferen 
correct.     The    old    authorities    denied    the   existence    of   pelvic 
troubles.     The  London  oner  hired,  it'  they  existed   at  all 

in  L  >ndon,  they  all  went  to  Birmingham  for  relief.  The  i 
ence  of  such  troubles  was  denied  in  Edinburgh  by  Keith,  who 
later  became  quite  an  expert  in  their  diagnosis.  I  have  respect 
for  Keith,  Wells,  Homans,  and  others,  but  Mr.  Tait  has  taught 
us  more  about  how  to  save  lives  and  to  relieve  human  suffering 
than  all  of  the  old  ovariotomists  put  together. 

Universal  adhesions  :  One  gentleman  asked  the  question  in  re- 
gard to  how  to  deal  with  fixation  in  universal  adhesions.  I  have 
cases  walk  into  my  office  with  the  husband  and  physi 
porting  them.  Again,  I  am  told  by  the  husband  that  his  wife 
cannot  come  to  my  office,  that  I  have  to  go  and  see  her,  and,  if 
asary,  operate.  We,  as  specialists  in  pelvic  surgery,  are  the 
last  ones  they  choose  for  consultation.  These  patients  give  US 
the  appellation  of  "cutter" — a  man  who  "  uses  the  knife."  I 
would  just  as  soon  spend  a  week  in  jail  as  to  operate  on  some  of 
these  neglected  cases. 

The  desperate  cases  and  their  management:     Just  here  I  am 
prepared  to  admit  that  there  are  cases  that  are  next  to  im 
ble  to  complete  an  operation  upon  safely — perhaps  one  in  live 
hundred.     I  venture  the  assertion  that  there  are  at  least  twenty- 
five  women  dying  of  abscess  in  this  city. 

In  regard  to  abscesses  and  the  question  of  their  cure  by  inci- 
sion, puncture,  and  drainage:  Dr.  Munde,  of  New  York,  has 
called  attention  to  vaginal  incisions  and  drainage.  lie  says  that 
his  patients  came  back  to  him  with  vaginal  sinuses,  which  re- 
filled and  discharged,  requiring  a  second  incision.  Patients  also 
presented  themselves  at  the  Polyclinic  with  sinuses.  Tin' 
tion  might  be  asked,  Why  do  they  not  close?  It  is  a  simple 
ion  to  answer.     The  old   pus  tube   is  a  rum;    the 

operator  incises  one  pus  pocket  in  the  tube,  and  a  cheesy  tube 
and  other  pus-DOCK  .in.     Just    1:  are  I  will  say  a  word  in 

i  to  appendicitis.      Recent]  .new  removed   a  cheesy 
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appendix  from  a  boy  in  the  twenty-fifth  attack.  In  all  proba- 
bility this  Ix.y  had  been  treated  by  twelve  physicians — 
twenty-live  (I  do  not  think  it  will  be  stretching  it  a  bit  too 
much) — and  twenty -four  cures  of  appendicitis  had  been  reported 
from  time  to  time,  when  Dr.  Agnew  had  the  specimen  in  a  bottle. 
I  have  smiled  and  covered  my  face  in  the  Philadelphia  Obstet- 
rical Society  to  hear  physicians  report  eases  they  had  cured, 
when  I  knew  I  had  the  specimens  in  bottles  on  the  table  for 
utation. 

Accidents  are  numerous  in  pelvic  and  abdominal  surgery.  I 
have  had  lots  of  them — some  due,  perhaps,  to  a  little  haste.  A 
little  more  deliberation  or  care  would  have  avoided  some  of 
them.  Like  David  Crockett,  "  Be  sure  you  are  right,  then  go 
ahead  "  and  do  your  work  quickly. 

In  regard  to  drainage :  I  believe  we  all  practise  precisely  the 
same  thing.  We  may  vary  a  little  in  our  technique,  but  we  un- 
derstand each  other.  I  am  satisfied  a  healthy  peritoneal  cavity 
will  digest  a  small  beefsteak  if  it  is  clean.  If  you  are  perfectly 
clean,  you  can  sleep  in  the  peritoneum.  There  is  nothing  in  the 
way  of  the  peritoneum  taking  care  of  healthy  effused  fluids  in 
large  quantities.  A  drainage-tube  is  not  in  the  way.  The  pres- 
ence of  a  drainage-tube  does  not  prevent  the  peritoneum  from 
taking  care  of  accumulated  fluids  as  they  gravitate  to  the  pelvis ; 
but  in  the  absence  of  a  serous  coat  belowT  the  ileo-pectoneal  line 
in  suppurative  disease  of  the  pelvis,  it  will  not  do  it.  We  can 
take  the  records  of  the  older  ovariotomists.  They  established 
drainage  by  permitting  the  threads  to  hang  out  of  the  lower  end 
of  the  incision,  but  they  continued  to  lose  24  to  38  per  cent,  of 
their  cases.  I  would  gladly  get  along  without  drainage  if  I 
could,  as  it  requires  an  immense  amount  of  work  for  the  sur- 
geon and  his  nurses,  but  I  know  that  a  patient  gets  along  much 
better  with  drainage  when  it  is  required.  She  has  a  cleaner 
tongue  and  a  slower  pulse.  I  have  put  my  eases  side  by  side — 
those  in  which  I  have  used  drainage,  and  those  in  which  I  have 
not — and  the  former  got  along  much  better.  Martin  and  a  few 
other  German  physicians  do  not  use  drainage-tubes.  We  all 
know  Martin  to  be  a  great  surgeon.  He  has  done  wonderful 
work  as  a  teacher  and  writer.  We  all  prize  him  ;  but  he  lost 
12  cases  in  his  first  72  pelvic  sections,  and  14  in  77.     Such  a 
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rate  of  mortality  in  this  country  would  stay  our  hand.     I 
are  worth  a  little  more  in  America  than  that.     Bantock  as 

drainage-tube,  so  does  Mr.  Keith.     Keith  ovarioto- 

mies, with  2  deaths.     Bantock  Bayed  in  the 

Samaritan  Hospital;  he  has  great  faith  in  the  tube.     Meredith 
lost  12  cases  out  of  110  or  112  in  the  Samaritan  Hospital,  and 
condemns  the  drainage-tube.     We  can  prove  the  Lmportan 
drainage  with  statistics  cither  at  home  or  abroad. 

Dr.  Kollock  called  attention  to  a  case  of  universal  adhesions. 
I  will  ask  the  Doctor  whether  he  completed  the  operation  ? 

Dr.  Kollock. — No. 

Dr.  Prick  (resuming). — Of  the  first  28  ovariotomies  done  in 
America,  all  completed  operations  got  well  ;  all  of  the  incom- 
plete died.  The  statistics  of  the  first  28  or  30  cases  or'  ovariotomy 
in  this  country  were  as  good  as  they  are  to-day.  They  were  all 
desperate  cases,  and  the  mortality  was  very  low.  I  do  not  re- 
member the  exact  figures.  Dr.  McMurtry  can  give  them  to  us. 
I  do  not  wish  to  offer  a  criticism  of  Dr.  Kollock's  work.  He 
has  done  the  best  work  in  America.  Forty-nine  ovariotomies, 
with  2  deaths,  is  hard  to  beat,  and  we  long  to  imitate  his  re- 
sults. Three  intestinal  obstructions,  with  3  recoveries  :  3 
of  appendicitis,  with  3  recoveries.  This  has  been  the  work  Dr. 
Kollock  has  done  in  the  past. 

In  the  case  he  refers  to  I  should  first  determine  the  character 
of  the  trouble,  then  I  would  settle  the  point  with  regard  to  re- 
moving the  oedema  and  phlebitis  due  to  pressure.  If  there  be 
pus  in  the  case  I  should  remove  it  just  as  if  it  were  in  the  deep 
fascia  of  the  neck. 

Dr.  Herbert  N.  Nash,  of  Norfolk,  Va. — Do  you  follow  any 
rule  in  regard  to  the  length  of  the  incision  in  such  cae 

Dr.  Prick. — For  instance:  if  I  have  a  small  dermoid  filling 
the  pelvic  basin  I  would  extend  the  incision  admit  my 

two  fingers — a  two  and  a  half  inch  incision.  You  can  deal  with 
pus  accumulations  through  an  incision  of  that  Bize  thoroughly 
and  satisfactorily. 


THIKTY-TWO   ONSELECTED  ABDOMINAL 
SECTIONS. 

By  TnoMAS  Opie,  M.D., 
Baltimore,  Md, 


It  is  with  no  little  diffidence  and  apprehension  that  I  offer 
this  Society  a  paper,  which  is  the  beaten  track  and  the  hack- 
neyed theme  of  a  narration  of  cases;  especially  since  it  has 
been  made  up,  little  by  little,  as  the  fragments  could  be  wrested 
from  the  busy  activities  of  the  practical  doctor. 

I  do  not  come  before  you  with  the  promise  to  present  many 
new  and  therefore  interesting  facts ;  all  of  us  might  admit  the 
paucity  of  facts,  even  in  the  great  province  of  medicine,  yet 
all  are  earnestly  looking  and  longing  for  them.  Every  state- 
ment, proposition,  or  theory  in  any  department  of  medicine, 
before  it  can  be  reckoned  among  settled  facts,  must  be  sub- 
mitted to  a  calm  judicial  consideration,  publicly  and  openly, 
before  the  bar  of  the  medical  profession. 

In  new  fields  the  caution  and  deliberation  of  the  profession 
is  especially  commendable.  The  experience  of  many  ob- 
servers  is  desired  ;  full  and  free  discussion  is  sought;  extensive 
statistics  are  essential.  In  submitting  this  statement  of  a 
year's  work  in  abdominal  surgery,  though  it  be  small  as  com- 
pared with  that  of  many  operators,  it  is  to  be  hoped  that  it 
will  elicit  a  full  and  frank  interchange  of  experience,  and 
thereby  help  in  some  measure  progress  in  this  department  of 
gyneeological  surgery. 

In  doing  so,  I  do  not  hesitate  to  say,  that  every  narrator  of 
his  personal  experience  should,  when  before  the  tribunal  of 
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the  profession,  feel  that  the  withholding  of  a  single  error  of 
omission  or  commission  vitiates  his  confession.  We  want  the 
truth,  but  more — we  earnestly  desire  the  whole  truth. 

Statistics  framed  in  this  spirit  would  be  invaluable  to  the 
profession,  and,  therefore,  to  the  human  family.  In  other 
words  :  "  Every  man  should  be  his  own  critic." 

The  accompanying  tabulated  statement  embraces  thirty-two 
abdominal  sections  made  in  the  twelve  months  beginning 
November  1,  1890,  and  ending  October  31,  1891. 

This  list  does  not  include  the  whole  number  of  laparoto- 
mies performed  at  the  Baltimore  City  Hospital  during  the 
time  stated,  since  this  institution  opens  its  doors  to  all  opera- 
tors of  good  professional  standing  who  may  see  fit  to  attend 
and  operate  on  such  eases  within  its  walls. 

The  writer  had  the  misfortune  to  receive  an  attack  of  septic 
empoisoument  on  December  10,  1889,  from  the  prick  of  a 
pedicle  needle,  while  performing  a  laparotomy  on  a  case  of 
septic  peritonitis.  This  report,  therefore,  represents  his  first 
year's  work  immediately  following  that  interruption,  which 
lasted  over  a  year. 

It  has  been  said,  in  connection  with  this  important  and 
relatively  new  work,  that  there  is  "  too  much  surgery."  In 
answer  to  this  charge,  I  would  say  that  this  question  can 
best  be  decided  by  surgeons. 

It  is  a  sad  state  of  things  if  we  can  say  of  any  individual 
surgeon  that  he  is  not  wTiser  at  the  end  than  at  the  beginning 
of  his  year's  work.  He  can,  however,  no  more  than  the  phy- 
sician, claim  immunity  from  mistakes.  If  he  be  Avise  or 
skilful,  he  will  not  be  chargeable  with  repetitions  of  the  same 
mistakes  j  thus  he,  as  well  as  his  future  patients,  will  profit 
by  his  failures.  Moreover,  there  is  inevitably  an  error  in 
judging  the  work  in  this,  or  any  other  branch  of  medicine,  by 
the  result-  of  individual  operators.  The  whole  of  a  thing 
can  never  be  accurately  determined  by  any  one  of  its  parts. 

The  Statistics  in  this  new  field  are  as  yet  comparatively 
small  and  the  facts  are  lew.      It  is  quite  well  established  that 

the  happenings  incident  to  surgery  will   bear  a  very  dose 
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relationship  to  each  other  in  every  one  hundred  cases.     It  is 

equally  true  that  knowledge,  calmness,  deliberation,  cleanli- 

38,  and  promptness  in  coping  with  emerj  constitute 

the  differences  between  Burgeons.     A  succinct  definition  for 

science  is,  methodized   knowledge  ;  but  something  musl    be 

added  to  cover  the  work  of  the  surgeon,  viz.,  common  sense 
and  sound  judgment.  It  is  also  true  that  with  a  skilful  sur- 
geon each  one  hundred  cases  in  his  own  experience  should  be 
a  success  beyond  its  predecessor. 

Would  it  not  subserve  a  good  purpose  to  adopt  some  uni- 
formity in  our  mode  of  collecting  statistics?  It  might  be  an 
improvement  if  all  members  of  this  Society  would  alike  report 
their  work  in  this  department  fully  from  one  meeting  to 
another,  or  at  least  upon  some  uniform  plan.  As  it  is,  the 
statements  are  fragmentary,  and,  therefore,  not  so  valuable, 
since  successful  cases  are  given  prominence  and  failures  are 
apt  to  be  overlooked.  It  is  agreeable  to  recount  our  success- 
ful cases ;  it  is  a  very  severe  test  to  confess  our  losses. 

What  there  has  been  of  error  or  detraction  in  my  work,  I 
will,  as  frankly  and  as  fully  as  I  know  how  to  do,  place  before 
you  conspicuously  in  the  early  part  of  this  statement,  nor 
will  I  ask  you  to  "  hide  the  faults  (you)  I  see." 

UNSELECTED  CASES. 

The  operations  were  performed  consecutively,  as  set  forth 
in  the  accompanying  table.    They  were  : 

Ovarian  tumors 6 

Chronic  ovaritis 7 

Fibroid  tumors 4 

Pyosalpinx 5 

Retroflexion  with  adhesions  and  dysinenorrhoea        .  3 

Exploratory  incisions 3 

Extra-uterine  pregnancy 1 

Abscess  of  ovary 1 

Cyst  of  broad  ligament 1 

Cystic  degeneration  of  ovary 1 


Total 


•  -  - 
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Nine  of  these  patients  came  to  me  through  the  dis] 
connected  with  the  ( lollege,  and  were  operated  on  in  the  amphi- 
theatre before  the  whole  class  at  the  College  of  Physicians 
and  Surgeons!;  the  remainder,  twenty-three,  were  operal 

privately.     Twenty-seven  were  white  and  live  were  colored. 

DEATHS. 

The  deaths  were  as  follows  : 

Oophorectomy  for  pyosalpinx 1 

Shock  from  ovariotomy 1 

Oophorectomy  for  acute  mania 1 

Abdominal  hysterectomy  for  fibro-cystic  tumor         .  1 

Total 4 

No  attempt  will  be  made  to  describe  fully  each  individual 
ease,  but  the  classification  will  admit  of  a  separate  disci 
of  the  various  classes  of  disease  or  operations,  and  enable  the 
writer  to  select  and  lay  before  the  Association  what  seems  of 
special  interest. 

In  such  a  report  as  this,  the  deaths  are  commonly  regarded 
as  stigmata,  nevertheless  they  are  usually  instructive.  I  must 
give  a  full  account  of  my  stewardship  and  consequently  tres- 
pass upon  your  time  with  the  details  of  each  one  of  them. 

Case  7,  colored  servant,  single,  had  received  dispensary 
treatment  for  several  months  for  gouorrluea.  The  diagnosis 
was  made  out  correctly,  as  the  sequel  proved,  as  gonorrheal 
pyosalpinx.  The  urgent  necessity  for  surgical  interference 
was  impressed  upon  the  patient,  but  the  operation  was  long 
deferred.  On  the  5th  of  February,  1891,  a  laparotomy  was 
performed.  Both  ovaries  and  both  tubes  were  matted  together 
and  adherent  to  the  intestines  in  the  posterior  cul-de-sac  They 
were  with  difficulty  removed.  The  left  tube  burst  in  detach- 
ing it,  and  its  virulent  contents  were  discharged  into  the 
peritoneal  cavity.  The  pus  was  easily  and  freely  squeezed 
<>ut  of  both  tub.-,  after  removal.  The  abdomen  was  flushed 
out.    Alarming  hemorrhage  ensued  from  the  denuded  surfaces 
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of  the  cul-de-sac,  which  was  arrested  by  packing  it  firm 
with  iodoform  gauze.     This  was  removed  m  six  hours.     Her 
temperature  rose  to  101°  during  the  night,  and  reached  103° 
the  next  day  ;  pulse  130.    She  died  on  the  third  day,  of  septic 
]>  ritonitis. 

Post-mortem.  Flaky  lymph  and  pus  over  intestines.  No 
fluid  in  abdomen.     Ligatures  were  holding  securely. 

Case  10,  white,  aged  fifty,  married;  visited  me  at  the  hospital 
about  February,  1891  ;  received  an  opinion  that  she  had  an 
ovarian  tumor,  which  was  fully  developed  and  should  be 
removed  at  once.  This  advice  was  disregarded.  She  returned 
home  and  remained  there  until  about  six  or  seven  weeks  later. 

She  was  admitted  on  the  16th  of  March  and  operated  upon 
on  the  19th.  Her  condition  was  bad.  Her  temperature  was 
100°  and  pulse  rapid.  Her  abdomen  was  very  sore  under 
palpation.  The  colloid  contents  and  the  solid  elements  of 
the  tumor  weighed  over  twenty  pounds.  The  whole  abdomi- 
nal wall  seemed  ablaze  with  inflammation ;  the  intestines 
adherent  largely  to  the  tumor,  and  matted  together.  The 
contents  of  the  tumor  would  not  run,  but  had  to  be  scraped 
out  piecemeal  by  the  hand.  She  was  profoundly  shocked ; 
hypodermatics  of  whiskey  were  given  freely ;  milk,  beef-tea, 
and  whiskey  were  administered  per  rectum ;  though  retained 
they  were  of  no  avail.  Death  ensued  at  3  a.m.,  I  think  from 
surgical  and  chloroform  shock. 

Post-mortem — by  Professor  Kierle.  No  blood  in  abdomen 
whatever ;  abdominal  cavity  perfectly  dry.  Ligatures  secure. 
Viscera  healthy. 

Case  18,  white,  aged  eighteen,  single,  family  history  good. 
Had  had  periodical  attacks  of  mania.  The  first  attack  came 
on  simultaneously  with  her  menstrual  flow  at  fifteen  years  of 
age.  Her  menstruation  was  always  accompanied  by  severe 
pain.  Six  months  ago  she  had  so  severe  an  attack  of  mania 
that  she  was  forced  to  go  to  an  insane  asylum.  On  the  third 
day  after  the  operation  mania  set  in ;  she  could  not  be  kept 
in  bed.     It  was  impossible  to  keep  her  bandage  on.     She 
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grew  more  and  more  violent,  and  died  January  23,  I 
thirteen  days  after  the  operation. 

Post-mortem — by  Professor  Kierle.  Complete  post-mortem 
not  allowed.  Kidneys  markedly  congested.  \<>  fluid  in 
abdomen.  Lungs  congested.  Brain  not  examined  ;  probable 
cause  of  death  here. 

Case  32,  AV.  M.,  white,  married  when  twenty-one  years  of 
sixteen   years  ago;   had  had  three  children  and  one   mis- 
carriage. 

Five  years  ago  noticed  a  tumor  in  her  abdomen,  which 
gradually  grew  larger,  and  was  said  to  be  an  ovarian  cystoma. 
She  suffered  from  frequent  hemorrhages;  they  were  pro- 
fuse and  at  irregular  intervals.  On  examination,  a  tumor 
as  large  as  a  man's  head  was  realized  in  the  abdomen.  The 
uterine  probe  ran  up  into  it  three-fourths  of  its  length. 
An  abdominal  incision  was  made  about  eight  inches  long;  the 
tumor  was  lifted  out  of  abdomen  and  secured  by  Baker 
Brown's  clamp.  The  bleeding  was  readily  controlled  and 
the  peritoneal  cavit\r  flushed.  The  abdominal  wall  was 
with  silkworm-gut  and  the  stump  secured  in  the  lower  angle 
of  the  wound.  Though  severely  shocked,  she  rallied  well. 
The  mass  comprising  the  fibroid,  womb,  ovaries,  and  tubes, 
iied  ten  pounds. 

The  patient  did  well  for  three  or  four  days,  but  after  this 
her  pulse  and  temperature  began  to  rise,  and  she  died  on  the 
seventh  day,  of  septic  peritonitis. 

Post-mortem — by  Professor  Kierle.  Wound  had  entirely 
healed  up;  the  clamp  was  tightly  holding  the  stump.  Ab- 
domen contained  two  ounces  of  bloody  fluid.  The  intes- 
tines were  adherent  and  covered  with  inflammatory  lymph. 
Kidney,  soft  and  fatty  ;  liver  fatty.  Death  from  septic 
peritonil 

EXPLORATORY  LAPAROTOMY. 

forty-six,  operated  on  January  .">,  1891.     The 
exploration  revealed  malignant  degeneration  of  the  Lefl  ovary, 
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with  cane  ron-  studding  the  peritoneum  and  Intestines. 

A  large  amount  of  abdominal  fluid  was  removed.    The  cavity 

was    tin. ron- lily   flushed    and    the    walls   closed.      Patient   re- 
turned  home  in  three  weeks  temporarily  greatly  imp: 

twenty-live,  married,  sterile.  Operated 
August  26,  1891.  A  large  malignant  growth  was  found  in 
the   left   side   involving  the  corresponding   ovary  and  the 

liver.    Patient  had  icterus  at  the  time  of  operation.     Stitches 
removed   on  the  eighth  day.      She   improved   rapidly  and 

returned  to  her  home  in  good  spirits. 

( !ase  2G,  M.  0.,aged  thirty-three,  widow  ;  had  had  two  chil- 
dren and  one  miscarriage  during  wedlock.  Operation,  Septem- 
ber 26, 1891.  Performed  criminal  abortion  with  a  tortoise-shell 
bonnet-pin.  On  admission  a  digital  examination  was  made. 
The  pelvis  was  blocked  with  exudates.  In  the  centre  of  the 
posterior  cul-de-sac  was  a  boggy  point,  the  field  all  around  being 
solid  to  the  touch.  Percussion  and  palpation  indicated  the 
extension  of  the  inflammation  and  effusion  high  up  on  the 
left  side  of  the  abdomen.  The  temperature  in  the  mornings 
was  about  101°  ;  in  the  evenings  about  102J°  to  103°. 

An  exploratory  incision  was  decided  upon  and  made  in 
the  median  line.  Because  of  the  strong,  resistant  adhesions 
and  exudation  it  was  impossible  to  explore  the  pelvis.  A 
large  amount  of  bloody  serum  was  flushed  out.  The  tem- 
perature, at  the  time  of  operation  102°,  began  to  decline 
at  once ;  the  effusion  was  gradually  absorbed,  and  at  the  end 
of  three  weeks  there  was  no  sign  of  the  pelvic  trouble. 
Drainage  was  not  used  in  any  one  of  the  three  exploratory 
laparotomies. 

The  number  of  these  cases  is  too  small  to  prove  anything, 
but  they  are  suggestive  and  add  to  already  strong  testimony 
which  is  recorded,  that  a  laparotomy  done  in  a  thoroughly 
aseptic  manner  is  a  warrantable  resort  when  the  indications 
are  threatening  and  the  diagnosis  doubtful.     . 
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oVAIMAN  TUMOBS. 

The  six  cases  of  ovariotomy  made  good  recoveries  with  the 

exception  of  No.  10,  in  which  extensive  peritonitis  was  found 
on  opening  the  abdomen.  This  ease  is  reported  among  the 
deaths. 

Case  2,  white,  single,  aged  thirty-eight,  was  an  interesting 
ease,  since  in  addition  to  the  cystoma  of  the  right  ovary, 
which  contained  two  and  a  half  gallons  of  fluid,  there  was  on 
the  left  side  a  dermoid  cyst  the  size  of  a  child's  head.  The 
contents  consisted  of  bone,  hair,  etc.  The  pedicle  of  this 
tumor  was  four  inches  wide,  hence  there  was  some  difficulty 
in  constricting  it  efficiently,  even  in  sections.  This  patient, 
strange  to  say,  menstruated  regularly  up  to  August  25th 
last,  within  three  months  of  the  time  of  operation.  She 
suffered  from  attacks  of  mental  aberration  during  a  year 
prior  to  the  operation.  Excellent  recovery  ensued,  both 
mentally  and  physically,  which  has  been  maintained  with- 
out interruption  from  the  time  of  the  operation  up  to  this 
date. 

Case  21,  white,  single,  aged  sixteen.  Her  abdomen  approx- 
imated the  size  of  a  woman  at  full  term.  She  and  her  friends 
noticed  the  enlargement  of  her  abdomen  for  the  first  time 
four  years  ago,  when  she  was  twelve  years  of  age.  It  is 
fair  to  conjecture  that  it  had  filled  the  pelvis,  and,  like  the 
pregnant  uterus,  had  developed  into  the  abdominal  cavity. 
If  there  is  a  parallel  between  the  nutritive  growths  in  these 
two  conditions,  this  tumor  must  have  started  at  a  very 
early  age,  possibly  when  she  was  eight  or  ten  years  old. 
Her  first  menstruation  was  in  January  last,  and  it  recurred 
irregularly  afterward.  She  bore  the  operation  and  subse- 
quent treatment  with  the  greatest  fortitude,  and  made  an 
excellent  recovery. 

The  four  cases  of  ovarian  tumor  presented  nothing  of 
Bpecial  interest,  save  their  complete  and  permanent  recov<  ry. 
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chb  ns. 

Tn    this    class    there   were    bul  them   \. 

17,  si  She        an  to  menstrate  at  fii 

first  epileptiform  spasm  began  coincidently  with  thi^ 

event      From  that  time  up  to  the  time  of  the  operation  she 

had  thes  •  attacks  both  during  the  interim  and  at  the  time  of* 

3.     The  atta  -k>  were  more  severe  just  precedin 

tent  of  the  flow.    They  were  attend"*!  by  convulsive 

a  pronounced  character,  followed  by  a  period 

of  stupor  and  sleep,  lasting  fifteen  or  twenty  minutes.     At 

other  times  they  were  caused  by  over-tax,  by  mental  worry, 

tent     The  intermenstrual  spasms  were  attended  by 

slight  twitchings  and  a  short  sleep. 

Her  friends,  prior  to  seeking  relief  by  oophorectomy,  had 
spent  quite  a  fortune  in  their  efforts  to  cure  her,  having  had 
her  under  the  treatment  of  some  of  the  most  eminent  neur- 
its in  New  York.  Electricity,  massage,  drugs,  all  in 
turn  proved  unavailing.  Xo  difficulties  arose  in  the  opera- 
tion. A  few  days  after  the  operation  she  had  several  sp 
but  no  harm  eusued  from  them.  Convalescence  was  uninter- 
rupted and  rapid.  She  spent  several  weeks  at  the  se;  - 
and  paid  me  a  visit  on  her  return  home.  The  young  lady 
rained  notably  in  weight  and  strength,  but  the  inter- 
menstrual form  of  the  attacks  still  recurred.  At  this  writing 
I  am  unable  to  state  her  condition. 

•  ■  18,  white,  single,  eighteen  years  of  age,  was  an  inter- 
esting case  of  this  class,  who  had  an  attack  of  acute  mania  at 
the  first  menstrua]  Mow.  Six  months  ago  she  had  a  recur- 
rence of  insanity  and  was  sent  to  an  insane  asylum.  <  )<"'»}>! 
tomy  was  followed  by  acute  mania.  She  was  uncontrollable. 
Death  ensued  from  sepsis.  The  case  has  already  been  reported 
in  this  paper  under  the  caption  of  the  deaths. 

Case  12.  white,  Bingl  iwenty-one.     Had  since  child- 

hood f  follicular  tonsillitis. 
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Her  men-  iblished  at  .seventeen;  about  that  time 

she  had  a  severe  attack  of  typhoid  fever.  For  six  months 
prior  to  the  operation  of  oophorectomy  she  had  been  bed- 
ridden. She  was  hopeless,  dyspeptic,  and  anaemic  to  an  ex- 
treme degree.  Her  neuralgic  headaches  and  ovarian  pains 
were  intolerable  at  each  menstrual  epoch.  She  readily  ac- 
cepted the  proposal  as  to  the  removal  of  the  ovaries.  Tie- 
operation  was  borne  courageously  and  her  convalescence  was 
uninterruptedly  good.  Upon  her  return  to  her  home  in 
Baltimore  she  relapsed  into  her  former  despondent  condition. 
She  has  not  fulfilled  my  expectations  as  to  complete  cure, 
though  she  has  improved  physically. 

Case  14,  white,  aged  twenty-three,  single.  AVas  healthy  until 
thirteen,  when  menstruation  began.  At  first  the  recurrences 
of  it  were  painless  and  regular.  An  interruption  of  four 
months  occurred,  and  dysmenorrhea,  menorrhagia,  and  ill- 
health  followed.  Tormented  by  her  physical  pains  and  dis- 
qualification, and  her  inability  to  support  her  aged  parents, 
she  sought  oophorectomy  as  a  last  resort.  It  has  brought 
about  excellent  health  and  capabilities. 

( Jase  16,  white,  aged  twenty-two,  single.  Unlike  the  preced- 
ing ease,  had  led  a  life  of  luxury  and  ease.  Pier  dysmenor- 
rhceal  pains  in  defecation  and  general  depreciation  in  health 
during  five  years,  caused  her  family  to  seek  the  removal  of  the 
ovaries.  Perfect  satisfaction  as  to  health,  cheerfulness,  and 
comfort  has  come  both  to  her  and  her  friend-. 

Case  27,  colored,  widow,  aged  thirty-nine  ;  a  washerwoman. 
Operation  October  8th.  Had  one  full-term  child  and  one  mis- 
carriage. This  patient  was  operated  on  by  me  one  year  ago 
for  a  deep  laceration  of  the  cervix.  While  the  parts  healed 
well,  she  was  not  benefited  as  regards  her  distressing  and 
disqualifying  dysmenorrhea.  She  is  still  in  the  hospital. 
All  the  indications  betoken  a  happy  issue  out  of  her  afflictions. 

It  is  noteworthy  that  live  out  of  six  of  the-  >f  chronic 

ovaritis  were  single,  and  that  their  ages  ran;"  from  eighteen 
to  twenty-three  years. 
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I'VOSALTINX. 

The  five  cases  under  this  heading  all  made  good  reco? 
hut  <»ne,  which  was  a  very  unpromising  one.  Both  ovaries 
and  tubes  were  packed  in  one  conglomerate  mas-  in  the  pos- 
terior cul-de-sac;  one  of  the  tubes  ruptured  on  removal, 
causing  septicemia.  It  is  interesting  to  relate  as  bearing  on 
the  etiology  of  this  disease,  that  every  one  of  these  cases  was 
undoubtedly  gonorrheal  in  origin. 

Two  had  been  under  treatment  in  our  dispensary  by  Dr.  AY '. 
S.  ( iardner,  and  the  other  three  were  ladies  who  were  innocent 
victims  to  the  viciousness  of  their  husbands.  I  prescribed 
for  one  of  the  males  a  short  time  prior  to  marriage  for  gonor- 
rhea, and  was  greatly  astonished  not  long  after  that  event 
to  find  him  with  a  bride,  whom  he  had  infected  by  the  same 
disease.  Six  months  later  the  uterine  appendages  were 
removed.  The  other  two  confessed  to  having  transmitted  it 
to  their  wives.  One  of  the  eases  was  an  extremely  critical 
one,  since  a  pus  tube  had  burst  and  discharged  through  the 
rectum  three  months  prior  to  the  operation.  From  that  date 
to  the  operation  the  lady  was  disqualified  for  any  household 
duty,  though  she  had  around  her  a  large  family.  When 
operated  ou  six  months  ago  she  weighed  one  hundred  and 
thirty  pounds  ;  she  now  weighs  one  hundred  and  sixty  pounds, 
her  weight  when  in  former  good  health. 

FIBROID  TUMORS. 

Two  abdominal  hysterectomies  were  performed  for  fibro- 
ystic  defeneration  of  the  uterus.     The  first  was  : 

Case  11.  The  abdominal  incision  was  fourteen  and  a  half 
inches  long,  from  the  sternum  to  the  pubis.  The  tumor  weighed 
over  twenty  pounds.  Its  vertical  circumference  measured 
twenty-three  and  a  half  inches,  and  its  transverse  circumfer- 
ence twenty-two  and  three-fourths  inches.  There  was,  in  view 
of  the  very  large  pedicle,  considerable  difficulty  in  securin;: 
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her  against  hemorrhage,  hence  the  intra-abdominal   method 
of  treatment  would  most  likely  have  failed  had  it  been  re- 
sorted to.     A  full  description  of  this  ease  has  already 
published  in  the  Proceedings  of  the  American  Medical  Associa- 
tion/or 1891.    The  patient  was  unburdened,  and  health  i 
being  enjoyed. 

The  second  case  of  supra-vaginal  hysterectomy  for  a  fibro- 
cystic tumor  died. 

The  third  ease  of  fibroids  gave  the  following  history  :  Her 
first  intimation  of  a  tumor  was  October  18,  1890  ;  while  play- 
ing on  the  piano  she  had  a  rush  of  blood  which  filled  a 
chamber.  This  was  the  time  of  her  menstrual  flow.  She 
bled  alarmingly  at  each  menstruation.  Prior  to  operation 
she  had  bled  continuously  for  a  month.  Diagnosis  was  intra- 
mural fibroids,  chiefly  occupying  the  posterior  wall.  The 
pelvis  was  well  filled  by  the  tumor.  While  I  hoped  to  find 
the  ovaries,  due  preparation  was  made  for  a  hysterectomy. 
The  ovaries  were,  happily,  in  front.  They  were  removed, 
and  not  a  drop  of  blood  has  appeared  since  the  operation. 
She  made  a  good  recovery. 

Case  5  was  one  of  sub-peritoneal  fibroids.  The  patient 
had  been  bedridden  for  six  months,  though  sick  and  dis- 
qualified for  all  the  duties  of  a  wife  for  years.  The  uterus 
was  retrofiexed  by  a  fibroma,  the  size  of  a  hen's  egg,  situated 
on  the  upper  posterior  part  of  the  fundus.  In  addition  to 
this  there  was  a  small  intra-mural  fibroid,  the  size  of  a  filbert, 
located  on  the  posterior  wall  at  the  junction  of  the  body  and 
neck.  Myomectomy  was  done  and  both  ovaries  and  tubes 
were  removed  ;  she  has  made  a  good  recovery. 

BYSTERORRHAPHY. 


In  two  cases,  No.  1  and  Xo.  25,  hysterorrhaphy  was  per- 
formed after  the  removal  of  the  appendages  for  retrofl 

of  the  uterus  with  chronic  ovaritis  and  dysmenorrhea. 
The  operation  by  suturing  through  the  anterior  uterine 

wall    may  well  be  considered   obsolete.      The  fir  I    per- 
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formed  on  November  L3tfa  last,  suturing  through  the  stump 

of  the  uterine  appendages,  without  scraping  or  otherwise  in- 
juring the  uterine  wall.  The  outer  parts  of  the  sutures  were 
cut  oil  at  the  end  of  two  weeks,  and  the  remaining  parts 

allowed  to  iall  hack  into  the  abdomen. 

In  the  second  case,  No.  25,  the  sutures  were  simply  made 
to  pierce  (without  tying)  the  ovarian  ligament  and  brought 

through  the  abdominal  wall  opposite  their  respective  inser- 
tions about  one  and  a  half  inches  from  the  incision,  and  tied 
over  a  bridge  of  skin  half  an  inch  wide.  In  two  weeks 
they  were  removed  by  cutting  one  side  and  drawing  them 
out  entirely. 

Both  cases  when  discharged  were  in  excellent  condition. 
The  uterus  in  each  case  was  well  secured  in  its  rectified  posi- 
tion, as  attested  by  several  competent  examiners.  Further 
time  is  necessary  to  establish  the  permanance  and  value  of 
these  operations. 

CYSTIC    DEGENERATION    OF    OVARY    COMPLICATED    BY 
PREGNANCY. 

Case  23,  M.,  aged  twenty-three ;  has  had  no  full-term  chil- 
dren, but  three  miscarriages,  during  the  first  third  of  gestation. 
Patient  had  been  subjected  to  considerable  local  treatment 
without  avail.  Her  present  trouble  with  the  left  ovary  had 
been  recognized  during  the  past  three  years.  The  possibility  of 
pregnancy  was  broached,  but  her  attending  physician  said  he 
had  lately  been  making  intra-uterine  applications,  and  hence 
was  confident  she  could  not  be  pregnant. 

On  opening  the  abdomen,  the  diseased  ovary  was  readily 
verified,  but  the  uterus  was  unduly  large,  and  the  cervix  was 
dilated  with  parallel-bar  dilator,  so  as  to  explore  its  contents. 
A  foetus  of  six  weeks  was  withdrawn ;  the  ovaries  were  re- 
moved. The  subsequent  history  of  the  case  was  uneventful, 
save  that  recovery  was  rapid  and  complete.  The  ovary  on 
left  side  was  represented  in  the  thickened  portion  of  the  wall 
of  a  cyst  the  size  of  a  walnut. 
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EXTRA-UTERINE    PREGNANCY    WITH    A    DOUBLE    ("IK! 
REMOVAL  OF  SAC  AM)  THE   REMAINING  OVARY. 


Case  30,  aged  thirty-two;  had  been  married  fifteen  3 
without  offspring.     Since  girlhood  she  had  been  regular  with 
menstruation.     For  four  months  past  her  menstruation  had 

been  scanty  and  irregular  and  her  general  health  miserable. 
One  month  prior  to  the  operation  she  was  compelled  to  go  to 
bed.  When  the  patient  was  first  examined  in  consultation 
with  Dr.  William  Gombel,  of  Baltimore,  her  attending  phy- 
sician, there  was  a  hard  resistant  mass  occupying  the  left  side 
of  the  pelvis,  pressing  upon  the  rectum  and  causing  in 
able  agony.  Laparotomy  was  determined  upon.  A  large 
encysted  mass,  the  size  of  two  lists,  occupied  the  posterior  and 
lateral  regions  of  the  pelvic  basin,  pushing  the  double  uterus 
to  the  opposite  side.  At  the  outset,  in  enucleating  it,  the 
blood  contents  escaped.  The  sac  was  shelled  out  and  the  pedicle 
ligatured.  The  right  ovary  was  removed.  The  abdomen 
was  flushed,  the  drainage-tube  inserted,  and  the  abdomen 
closed. 

The  double  uterus  was  realized  by  sight  as  well  as  touch, 
it  having  been  held  up  in  the  incision  for  a  satisfactory  recog- 
nition by  all  present.  There  were  two  distinct  fundi,  with  a 
deep  sulcus  between  them.  The  cervix  was  single.  The 
drainage-tube  was  taken  out  in  twenty-four  hours.  The 
patient  during  about  ten  days,  although  doing  well  physically, 
had  an  attack  of  mania.  Providentially  she  was  at  no  time 
unmanageable,  though  she  was  watched  with  the  most  assidu- 
ous attention  by  her  nurse.  She  entertained  two  vagari  J, 
and  aside  from  them,  was  sane  and  logical.  One  we 
constant  dread  that  she  was  to  be  operated  on  by  the  d 
again,  and  when  either  of  her  attendants  entered  the  room 
she  was  frantic  with  fright.  The  other  departure  was  that 
she  could  hear  her  family  talking  in  the  next  mom.    She  would 

ir  their  supposed  questions  and  plead  pitifully  thai 
be  admitted.     She  is  now  perfectly  sane,  has  gotten  well  of 
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which  followed  the  drain-tube,  and  U 

arm's  way. 

A  microscopic  examination  of  the  tissue  of  the  sac  sho       I 

it  t<>  lie  placental. 

PCH  ABS<  B88. 

This  complication  occurred  nine  times — a  much  larger  Dum- 
ber relatively  than  I  have  seen  recorded  heretofore;  while  no 
iroved  disastrous,  several  wer  lingly  annoying  in 

delaying  patients  in  hospital.  They  occur  most  frequently 
in  cases  where  the  drain-tube  has  been  used.  The  early 
ing  of  the  abdominal  dressings  for  any  purpose  favor  their 
occurrence.  When  the  dressings  remain  intact  for  seven  days 
there  seemed  to  be  greatest  immunity  from  the  stitch  al 
Dr.  "Welch  says  :  "  A  coccus,  which  may  appropriately  be 
called  the  staphylococcus  epidermis  albus,  is  a  nearly,  if  not 
quite  constant  inhabitant  of  the  epidermis,  lying  both  super- 
ficially and  also  deeper  than  can  be  reached  by  present 
methods  of  disinfection  of  the  skin.  The  coccus  is  found 
frequently  in  aseptic  wounds.  It  may  be  the  cause  of  dis- 
turbances, usually  of  a  relatively  slight  degree,  in  the  healing 
of  the  wound,  especially  when  drainage-tubes  are  inserted. 
It  is  the  most  common  cause  of  stitch  abscesses  in  wounds 
treated  aseptically  and  antiseptically." 

DRAINAGE  IN  ABDOMINAL  9UBGERY. 

Drainage  was  resorted  to  in  but  three  cases  during  the  year. 

Case  2,  ovarian  and  dermoid  cyst,  had  a  drainage-tube 
in  five  or  six  days,  and  I  am  convinced  it  retarded  her 
convalescence. 

28,  extra-uterine  pregnancy,  had  a  tube  in  less  than 

twenty-four  hours.     If  I  may  judge  of  the  necessity  for  it  by 

lantity  or  quality  of  the  discharge  through  it,  I  should 

say  it  did  no  good.   A  small  superficial  abscess  at  the  entrance 

of  tube  followed  its  withdrawal. 
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Case  32,  ovarian  aba — ,had  a  drain-tube  id  about  twenty- 
four  hours.     An  abscess  occurred  at  the  Bite  of  it-  entrance. 
The  quart  of  pus  which  was  sacculated  in  this  case  wasrei  . 
without  an  atomic  part  of  it  touching  the  peritoneum  or  the 
wounded  parts,  otherwise  her  fate  would  have  b 
was  tl  in  No.  7,  where  the  pus  tube  burst  and  death 

ensued  on  the  third  day  of  peritonitis.     Even  in  such  i 
as  the  latter,  the  most  we  could  do  would  be  to  thoroughly 
flush  out  the  abdomen. 

I  am  of  the  opinion  that  there  is  even  too  much  flushing 
done.  It  is  but  seldom  called  for.  A  plentiful  supply  of  fine, 
properly  prepared  elephant-ear  sponges  will  do  away  with 
flushings  in  most  cases  and  remove  the  necessity  for  drainage. 
They  are  efficient  helps  in  keeping  the  abdomen  free  from 
ion.  They  can  be  utilized  in  keeping  back  the  intes- 
tines, in  occupying  the  cul-de-sac,  in  positions  below  the 
pedicle,  in  taking  up  blood  or  secretions,  in  stanching  hemor- 
rhage, in  separating  adhesions,  in  pr<  :!ie  intestines 
while  closing  the  abdomen.  The  assiduous  personal  attention 
of  certain  workers  using  the  drain-tubes  has  caused  them  to 
escape  the  disasters  which  have  befallen  the  less  careful  and 
-killed  surgeons. 

Nature's  plan  for  curing  the  unsightly  rent-  the  surgeon 
makes  when  he  opens  the  abdominal  cavity,  is  to  seal  hermeti- 
cally the  sacred  cavity  of  the  peritoneum  in  twenty-four 
hours.  This  kindly  and  providentially  comports  with  its 
sensitiveness  and  its  fitness  for  the  cultivation  of  germs  of  dis- 
Does  not  this  prompt  sealing  of  the  peritoneum  speak 
unmistakable  logic  to  the  point — of  striving  hard  I 
aseptic  operation,  and  for  securing  immediate  and  absolute 
closure, 

The  oft-repeated  removal  of  the  dressings  of  the  patulous 
drainage-tube  must  of  necessity  be  a  very  great  danger  :  surely 
it  favor-  decomposition  and  invites  germ-.  All  Burgeons 
arc  aware  that  after  an  anaesthetic  I  —  and  jactitation 

arc   not   wholly   restrainable.      It    is    easy   to   i  how 

S  Surg  8 
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physical  injury  may  accrue  to  the  patient  during  this  critical 
time,  from  tb  at  all  innocent  smooth  glass  fci 

I  believe  drainage  Is  doing  more  harm  than  good,  and, 
ther         .    light  to  be  abandoned  by  the  abdominal  surgeon. 

There  is  a  dual  personality  as  well  as  power  concerned  in 
all  BUrgical  work.  The  one  is  the  surgeon,  who  skilfully 
meets  and  disposes  of  the  crises  in  the  more  mechanical  part 
of  the  work,  and  therefore  receives  the  plaudits  of  the  multi- 
tude ;  tic1  other  is  the  influence  behind  the  throne,  more 
potent  than  the  throne  itself,  which  reaches  beyond  the  eye, 
the  touch,  and  the  knife.  I  scarcely  need  say  it  is  the  modest, 
yet  oft  despised  laboratory  physician,  who  is  teaching  us  the 
hidden  leaven  of  disease.  Let  us  u'ive  him  grateful  recocrni- 
tion  for  the  pivotal  facts  and  secret  springs  in  recent  surgical 
success.  When  he  says  bruised  tissue  is  a  paragon  field  for 
the  cultivation  of  infectious  germs,  let  us  heed  the  warning 
and  east  aside  the  drainage-tube. 

Dr.  Parkes  says,  as  to  drainage  :  "Views  and  practices  con- 
cerning drainage  have  materially  changed  even  since  the  anti- 
septic era  began.  Our  predecessors  drained  to  permit  escape 
of  pus,  which  they  knew  would  form.  Until  lately  we  have 
drained  in  order  to  prevent  its  formation.  We  seem  now  to 
be  on  the  eve  of  an  era  when  we  need  to  drain  but  little  or 
not  at  all.  We  resort  to  drainage  now  only  of  necessity,  in 
septic  or  infected  cases.  In  other  cases  we  drain  mainly  from 
habit  or  from  fear.  Indeed,  when  we  start  afresh,  as  it  were, 
without  previous  infection,  the  practice  of  drainage  is  a  con- 
fession of  fear  or  of  weakness,  both  of  which  are  alike  unscien- 
tific and  unfortunate.  It  even  seems  to  me  that  in  many  cases 
where  all  other  aseptic  requirements  have  been  met,  we  do 
much  more  harm  than  good  by  the  use  of  drains." 

DISCUSSION. 

Dr.  Joseph  Taber  Johnson,  of  "Washington,  D.  C. — Mr. 
President,  Dr.  Opie  in  his  excellent  paper  started  out  with  the 
suggestion  that  more  men  should  report  all  of  their  work ;  that 
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we  learned  a  great  many  points  by  such  complete  ami  fill]  state- 
ments. By  reporting  a  series  of  successful  eases  only,  as  they 
occur  here  and  there  in  a  man's  practice,  ii  pleases  the  operator 
and  his  admiring  friends,  hut  doubtless  the  world  in  general  is 

deceived.  It  is  a  pleasure  to  report  twenty  or  forty  eases  with- 
out a  death,  and  I  have  occasionally  done  this,  but  when  a  man 
does  this  too  often,  we  are  apt  to  think  that  he  has  forgotten  to 
include  those  cases  that  were  fatal ;  but  where  a  man  includes 
his  whole  work,  the  successful  and  unsuccessful  eases,  as  Dr. 
Opie  has  done,  we  all  agree  that  it  is  an  admirable  thing  to  do. 
His  paper,  when  published,  will  be  an  instructive  one  to  those 
who  are  doing  this  same  kind  of  wrork. 

I  believe  a  great  many  cases  are  reported  too  soon  after  an 
operation  has  been  done.  The  operator  feels  pleased  that  his 
patient  has  survived  the  operation,  and  he  reports  the  same  as 
having  been  a  success.  If  he  follows  up  his  cases  he  would  not, 
perhaps,  in  the  long  run,  be  so  pleased  with  his  work.  Here  is 
where  instruction  comes  in :  that,  while  the  patient  may  have 
recovered  from  the  effects  of  the  operation,  she  may  not  be 
entirely  cured  of  the  disease — perhaps  in  some  cases  not  even 
benefited. 

Among  the  points  the  essayist  referred  to  was  one  with  refer- 
ence to  exploration — that  we  might  do  more  good  by  making 
exploratory  incisions  often.  I  agree  with  Dr.  Opie,  and  should 
differ  with  Dr.  Price  in  regard  to  such  cases  being  incomplete. 
We  do  good  work  sometimes  by  simply  making  exploratory 
laparotomies.  I  have  a  case  in  mind  that  I  recently  operated 
on,  where  the  pelvis  was  completely  blocked  up  with  a  fibroid 
.  giving  the  patient  a  great  amount  of  suffering  from  pressure 
on  the  rectum  and  bladder  and  pains  in  the  legs.  The  patient 
said  she  would  rather  die  than  to  go  on  in  this  way.  I  could 
not  promise  anything  except  to  make  an  exploratory  operation. 
I  thought  it  possible  to  remove  the  ovaries.  After  making  an 
exploratory  incision,  I  found  that  only  one  ovary  could  be 
removed.  The  other  wTas  beneath  the  tumor,  which  was  so  covered 
in  by  adhesions  that  it  was  impossible  to  get  it  out.  I  simply 
did  nothing.  I  sewed  the  wound  tip  and  the  woman  went  home, 
feeling,  strangely  enough,  that  she  was  greatly  benefited.  It'  I 
had  persisted  and  removed  the  tumor  "completely/'  I  am  Bure 
she  would  have  died. 
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Dr.  William  White,  of  Philadelphia,  has.  drawn  attention  to 

this  class  of  cases  where  an  exploratory  operation  has  been  done, 
and  to  the  marked  effect  noon  the  patient,  or  where  by  manipu- 
lation Borne  retrograde  process  is  set  up  in  the  tumor,  and  the 
patient  feels  greatly  relieved.  Where  there  were  un: 
adhesions,  as  in  my  case,  the  bladder  and  rectum  crowded  down 
into  the  pelvis,  with  dangers  insurmountable,  it  required  more 
courage  on  my  part  to  abandon  the  operation  before  those  whom 
I  invited  to  witness  the  removal  of  the  tumor,  than  to  go  ahead 
and  cut  it  out  regardless  of  consequences. 

I  do  not  agree  with  the  Doctor  in  regard  to  drainage.  He 
understands  perfectly  that  it  is  not  a  personal  criticism.  I  am 
very  glad  the  subject  is  under  discussion.  It  is  one  that  puzzles 
us  in  our  operations.  We  do  not  know  always  when  to  and 
when  not  to  drain.  When  we  are  in  doubt,  we  drain  anyhow. 
Dr.  Price  has  said  that  the  drainage-tube  does  not  do  any  harm. 
I  am  afraid  that  in  many  cases  it  does  do  harm.  As  Dr.  Marcy 
has  said,  every  time  you  put  a  suction  apparatus  down  the  tube, 
air  laden  with  germs  rushes  in  from  around  the  dressings,  espe- 
cially if  it  is  a  hysterectomy  operation  with  sloughing  of  the 
stump.  I  have  had  a  series  of  eight  hysterectomies  without  a 
death — with  the  most  stinking  mass  of  a  stump  above  the  con- 
stricting wire.  The  patients  recovered  without  the  germs  doing 
any  harm  in  these  cases.  There  were  plenty  of  them  there, 
such  as  have  probably  destroyed  other  patients.  A  drainage- 
tube  will  do  harm,  yet  in  some  cases  it  does  good.  I  feel  perfectly 
certain  that  some  of  my  cases  would  not  have  recovered  had  it 
not  been  for  drainage.  Dr.  Price  has  told  us  that  he  has  put 
these  cases  by  the  side  of  each  other,  and  that  those  in  which  a 
drainage-tube  was  used  had  a  cleaner  tongue,  a  slower  pulse,  and 
got  well  more  rapidly  and  surely. 

In  regard  to  operations  for  ovarian  tumorg.  They  ought  to 
get  well.  Simple  ovariotomies  nearly  always  get  well  without 
much  difficulty. 

A  point  was  made  with  regard  to  insanity  following  these 
operations.  I  believe  the  horrible  mental  state  of  women,  as 
described  by  some  writers  who  are  not  operators,  in  these  opera- 
tions has  been  much  overdrawn.  I  think  there  are  few  cases 
where  ovariotomy  has  been  done  that  the  woman  has  gone  insane 
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in  consequence   of  the  operation.     They  were    •  either 

ready  to  go  insane,  or  had  hereditary  insane  tendencies,  or  the 
same  kind  of   influences    that  would    make  a    man    Lr)    i 
I  do  not  believe,  after  looking  up  the  subject,  that  there  arc  any 
more   eases   of  insanity   following  laparotomy   in    women,  than 
there  are  of  serious  operations  performed  on  men. 

In  regard  to  Hushing  out  the  cavity,  I  think  that  a  woman 
rims  very  much  less  risk  if  the  cavity  is  well  flushed,  when  there 
is  spilled  into  it  a  lot  of  bad-smelling  pus  by  the  bursting  of  an 
abscess  ;  if  you  attempt  to  wipe  it  out,  you  find  it  is  adherent.  In 
colloid  tumors  it  is  too  thick  to  run  or  to  dip  out  with  a  ladle. 
You  wipe  and  wipe  with  your  sponges  and  it  won't  come  out. 
You  liquefy  it  somewhat  by  flushing,  and  by  this  kind  of  irriga- 
tion, with  the  excellent  apparatus  which  Dr.  Price  has  invented, 
the  fluids  are  forced  out  by  the  current  of  water,  and  the  infi 
that  comes  from  poisonous  pus  is  guarded  against.  It  is  a  much 
more  efficient  way  to  remove  pus  than  by  sponging.  By  th 
of  continued  flushing — two  or  three  pitchers  of  water,  one  after 
another — the  parts  are  cleaned,  so  that  the  last  quantity  of  water 
that  is  pumped  in  need  not  be  gotten  out.  The  peritoneum  will 
take  care  of  it.  My  experience  has  been,  that  in  some  cases 
where  there  are  adhesions  of  the  intestines,  if  we  leave  a  gal- 
lon of  water  in  there  the  patient  is  better  for  it,  provided  it  is 
clean.  I  had  a  case  where  the  intestines  were  glued  together, 
and  after  separating  and  leaving  the  parts  floating  in  about  two 
gallons  of  water,  the  patient  got  well. 

Dr.  W.  E.  B.  Davis,  of  Rome,  Ga. — I  enjoyed  listening  to 
the  paper  by  Dr.  Opie,  from  the  fact  that  he  laid  stress  on  his 
fatal  eases.  I  think  we  have  all  read  enough  about  ten  or 
twenty  successful  sections,  etc.,  in  which  the  title  of  the  paper  is 
more  of  an  advertisement  for  the  surgeon  than  for  the  benefit  of 
those  who  read  the  paper.  I  do  not  mean  anything  personal ; 
but  I  do  really  believe — and  I  have  expressed  it  recently — thai 
the  habit  of  reporting  a  series  of  cases  has  gotten  to  be  a  great 
evil.  There  is  a  tendency  in  reporting  these  cases  to  make  it 
appear  that  all  got  well  without  complications;  in  other  words, 
there  is  a  tendency  in  the  profession,  especially  among  those  who 
have  hospitals — and  I  do  not  refer  to  any  particular  man  in  this 
iation   or   outside   of  it — to    report    successful    cases,  whieh 
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are  a  good  advertisement  for  the  surgeon.  There  is  often  a 
motive  in  reporting  a  series  of  nid  we  can  see  how   it 

might  do  a  man's  practice  good  when  it  would  not  materially 
benefit  medical  literature.  But  Dr.  Opie  has  emphasized  his 
fatal  cases,  and  I  congratulate  him  upon  the  work  he  has  done. 
We  learn  a  great  deal  from  the  publication  of  such  cases. 

There  were  one  or  two  points  referred  to  that  I  desire  to  speak 
of,  and  the  first  is  with  reference  to  drainage.  When  we  see 
and  read  of  the  successful  results  of  men  who  seldom  use  drain- 
age, we  feel  that  we  ought  not  to  use  it.  We  know  that  Martin 
and  others  rarely  use  drainage  and  that  their  patients  do  well, 
yet  I  do  not  believe  we  can  draw  any  lesson  from  that.  The 
surgeon  who  hardly  ever  uses  a  drainage-tube,  if  he  should  use 
it,  does  not  take  care  of  the  tube  like  the  man  who  resorts  to  it 
in  the  majority  of  cases. 

I  think  another  mistake  is  made  in  the  size  of  the  tube.  To 
put  a  large  tube  in  the  abdomen  is  a  thing  we  ought  not  to  do- 
Small  tubes,  such  as  are  used,  will  give  us  sufficient  drainage, 
and  usually  they  can  be  removed  in  from  twelve  to  twenty-four 
hours.  The  cases  in  which  drainage  is  used  get  well  with  less 
elevation  of  temperature  and  a  slower  pulse. 

About  germs  in  the  abdomen.  I  believe,  with  other  speakers, 
that  the  peritoneum  can  take  up  a  number  of  pathogenic  germs, 
if  it  is  kept  in  good  condition.  If  properly  drained,  the  perito- 
neum will  be  better  capable  of  digesting  or  taking  up  and 
destroying  germs.  A  peritoneum  in  which  there  is  no  drainage 
would  succumb  to  a  very  few  microbes. 

In  reference  to  Dr.  Johnson's  case  of  general  suppurative 
peritonitis,  I  want  to  say  that  where  we  have  a  quart  or  gallon 
of  pus  in  the  abdomen  and  recovery  follows,  it  is  not  due  to 
general  suppurative  peritonitis,  but  that  it  is  due  to  a  localized 
peritonitis  or  abscess.  If  we  get  general  suppurative  peritonitis, 
where  the  pus  is  due  to  peritonitis  proper,  I  do  not  think  there 
is  any  hope  for  a  patient  to  recover.  This  has  been  demonstrated 
by  gunshot  wounds  of  the  abdomen,  and  I  have  seen  quite  a 
number  of  cases.  I  agree  with  Grawitz  and  others,  that  by 
the  time  a  general  peritonitis  becomes  purulent,  you  have  lost 
all  hope  of  saving  your  patient.  For  instance,  if  a  man  is  shot 
in  the  belly,  and  twenty- four  hours  elapse  before  you  see  him,  it 
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would  be  better  surgery  to  refuse  to  0]  It    is  better  to 

tench  practitioners  that  if  we  operate  on  the-  e  must  do 

so  early,  and  if  we  are  not  allowed  to  do  so,  it  is  bad  surgery  to 
operate  late.     We  bring  surgery  into  disrepute  and  thus  fail  to 

operate  on  many  patients  whose  lives  we  might  save  by  early 
operations. 

Iu  reference  to  getting  rid  of  pus,  I  am  inclined  to  the  idea  of 
flushing  the  cavity,  notwithstanding  the  fact  that  I  know  pus 
can  be  sponged  out  without  the  flushing  of  the  cavity.  The 
general  surgeons,  who  are  doing  operative  work  for  diseases  of 
the  appendix  and  abscesses  around  its  base,  as  McBurney,  Stim- 
son,  and  others,  sponge  pus  out  of  the  cavity,  then  pack  with 
gauze,  and  the  patients  get  well.  There  is  not  the  danger  from 
general  infection  that  we  have  been  led  to  believe  in  flushing 
the  cavity.  "We  do  not  have  as  high  a  temperature  ;  we  do  not 
have  as  much  traumatism,  and  we  relieve  shock  ;  and  then  by 
putting  in  a  small  drainage-tube  our  patients  get  along  all  right. 

Dr.  H.  P.  C.  WlU30N,  of  Baltimore,  Md—  Dr.  Opie  is  to  be 
congratulated  on  the  success  of  his  year's  work,  and  I  can  but 
reiterate  what  Dr.  Davis  has  said,  that  if  we  reported  our  fail- 
ures more  and  our  successes  less,  it  would  be  better  for  us.  We 
learn  a  great  deal  more  by  our  failures  than  by  our  successes. 
I  have  never  had  a  failure  in  pelvic  surgery  from  which  I  have  not 
learned  something.  I  have  had  many  successes  where  I  learned 
nothing.  With  regard  to  drainage,  I  consider  it  a  neo  - 
evil.  I  use  drainage  in  some  cases ;  in  others  I  do  not  drain. 
It  depends  entirely  upon  the  case.  I  would  reverse  the  maxim 
of  Mr.  Tait,  and  say,  "  When  in  doubt,  do  not  drain."  I  am 
sure  that,  where  there  are  a  great  many  adhesions  and  con- 
siderable oozing  after  an  operation,  drainage  often  does  good 
and  should  be  used ;  but  where  we  have  clean  operations,  where 
little  or  nothing  is  left  in  the  pelvic  or  abdominal  cavity,  I  do 
not  think  we  ought  to  drain.  We  need  not  insert  a  drainage- 
tube  simply  because  one  man  is  in  favor  of  it,  and  have  it  out 
ise  another  is  opposed  to  it.  The  question  must  be  decided 
ry  ease  by  the  judgment  of  the  surgeon. 

While  in  Birmingham,  England,  a  year  ago,  I  saw  one  of  the 

eminent  and  successful  surgeons  in  abdominal  and  pelvic 

surgery  do  three  laparotomies.     The  operations  were  beautifully 
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done.     I  do  not  think  I  e  two  drops  of  bl  in  the 

cavity.     He  inserted  a  drainage-tube  in  !      r  the 

operations  were  the  Burg  I   said, 

Why  did  you  put  drainage-tubes  in  thoa  lie  Bhru 

his  Bhoulder  and  said,  "  Simply  because  I  feel  better  when  I  have 
one  in."  1  do  not  see  how  it  was  possible  for  these  cases  to  have 
done  badly  without  drainage-tubes,  and  I  think  that  the  chances 
of  success  wei\  I  by  the  insertion  of  drainage-tubes. 

I  have  had  one  accident  from  the  drainage-tube  that  made 
quite  an  impression  upon  me.  I  am  sure  I  had  a  fecal  abscess 
from  the  drainage-tube  in  a  woman  who  had  a  ruultilocular 
tumor  of  years'  standing,  with  adhesions  everywhere.  I  had  a 
great  deal  of  trouble  in  separating  them.  I  washed  out  the 
cavity,  inserted  a  drainage-tube,  and  she  did  not  have  an  un- 
pleasant symptom  for  fourteen  days.  I  considered  her  well. 
She  was  able  to  sit  up  and  walk  about,  but  when  I  was  told  by 
the  nurse  that  there  was  oozing  from  the  place  where  the  drain- 
age-tube had  been,  I  went  to  see  the  patient  and  found  feces 
coming  out.  This  case  gave  me  an  immense  amount  of  trouble. 
If  I  had  never  used  a  drainage-tube  in  this  case,  I  am  satisfied 
that  there  would  have  been  no  fecal  abscess.  There  was  con- 
siderable oozing.  I  will  say,  with  Dr.  Davis,  that  where  we  do 
put  in  a  drainage-tube  we  should  dispense  with  it  as  quickly  as 
possible.  Usually  there  is  no  necessity  of  keeping  it  in  longer 
than  from  twelve  to  twenty-four  hours. 

There  is  one  point  in  the  paper  that  I  desire  to  briefly  allude 
to,  viz.,  cases  of  pyosalpinx.  I  am  going  to  say  something  that 
my  friend  Dr.  Price,  and  some  others,  are  likely  to  call  me  to 
account  for,  and  that  is,  with  regard  to  pyosalpinx  following  so 
commonly  gonorrhoea.  I  have  done  a  good  deal  of  abdominal 
and  pelvic  surgery  in  my  life,  but  I  have  never  seen  a  case  of 
pyosalpinx  that  I  could  trace  certainly  to  gonorrhoea.  It  is  true, 
my  practice  has  not  been  among  the  worst  classes.  I  have  had 
a  number  of  cases  of  gonorrhoea  that  I  knew  to  be  true  gonorrhoea 
by  the  confession  of  the  husband,  where  his  wife  did  not  knowT 
he  had  it,  and  I  have  not  had  pyosalpinx  to  follow  in  a  single 
case.  I  do  not  believe  that  pyosalpinx  so  necessarily  follows 
gonorrhoea  as  a  great  many  practitioners  think.  We  have 
gonorrhoea  mostly  in  that  class  of  women  who  are  exposed  to  all 
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if  mal-influences,  that  stop  or  prodi  \  ilar  mens 

tion  and  destroy  the  vital  forces  generally.     Pyosalpio 
frequently  found  in  this  d 

A::  th  r      lint.     I  would  like  a  word  with  regard  to 

operating  for  the  removal  of  th  •  and  tubes  in  cas 

mania.  My  success  in  some  four  or  five  cases  in  which  I  have 
operated  for  that  purpose  has  been  most  gratifying.  Borne  of 
the  patients  had  been  in  an  insane  asylum  before  they  came  to 
rue.     They  were  Buffering  with  pel-.  ptoms,  with  disease 

well  marked  in  the  ovaries.    Believing  that  their  symptoms  were 
more  referable  to  these  than  other  parts,  I  removed  the  ovaries 
and  Fallopian  tubes,  and  in  each  case  the  woman  was 
to  health,  and  they  are  active,  sane  women  to-day.    One  of  them 
walked  into  my  office  a  short  time  since  in  good  health.     She 
had  been  in  an  insane  asylum  twice.    She  was  so  insane,  that  .-he 
had  to  be  strapped  in  bed  after  the  operation,  and  a  nura 
with  her  constantly.     For  over  eighteen  months  she  has  been  in 
perfect  health.     She  is  now  rosy,  and,  as  her  husband  thin 
handsomer.     She  has  remarkably  improved  in  appearance  every 
way. 

A  girl  from  an  adjoining  State  was  insane  on  two  occasions. 
Whenever  she  got  her  feet  wet  her  menses  would  stop,  and  .-he 
would  become  insane.  Her  father  brought  her  to  Baltimore  in 
that  condition,  for  the  purpose  of  putting  her  in  an  insane  asylum. 
I  dissuaded  him  from  it,  and  resorted  to  all  the  means  at  my 
command  to  bring  on  menstruation  again.  I  succeeded,  and 
with  the  return  of  menstruation  she  recovered  her  mind  and 
regained  her  health.  He  took  her  home,  and  in  a  few  months 
she  got  her  feet  wet,  her  menses  stopped,  and  she  became  insane 
again.  He  brought  her  back  to  Baltimore,  and  I  tried  to  bring 
on  her  menses,  but  failed.  This  time  I  advised  oophorectomy.  I 
did  the  operation.  The  girl  was  insane  at  the  time  I  did  it.  She 
had  to  be  strapped  in  bed.  To  make  a  long  story  short,  she  is 
perfectly  well  now  and  is  a  useful,  happy  girl.  The  other  cae  - 
I  will  not  relate.  My  success  in  the  cases  I  have  operated  on 
for  mania  has  been  very  gratifying,  and  I  am  satisfied  that  in 
many  cases  of  mania  we  save  women  from  asylums  by  removing 
their  ovaries.  I  do  not  believe,  however,  in  performing  oophor- 
.iy  for  neuroses.     That  is  a  different  thin-. 
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I  am  an  advocate  for  flushing  out  the  abdominal  cavity.  It 
was  only  some  three  v.  that  I  Baw  Dr.  Robert  Wilson 

remove  a  large  ovarian  abscess  with  adhesions,  and  on  manipu- 
lating it  gently,  the  abscess  burst  and  discharged  a  pint  and  a 

half,  or  more,  of  pus  of  most  offensive  odor  into  the  abdominal 
cavity.  It  would  have  been  impossible  to  have  cleansed  that 
cavity  with  sponges.  The  cavity  was  washed  out  and  the  woman 
is  doing  well.  I  believe  we  can  cleanse  the  abdominal  cavity  by 
washing  it  out,  with  less  damage  to  the  serous  membrane,  and 
with  less  injury  to  the  parts,  than  by  sponges.  Where  there  is 
much  effusion  or  oozing  of  blood  that  becomes  coagulated 
among  convolutions  of  the  intestines,  it  is  exceedingly  difficult 
to  cleanse  the  cavity  with  sponges. 

Dr.  W.  D.  Haggard,  of  Nashville,  Tenn. — How  long  was  it, 
Dr.  Wilson,  after  removal  of  the  ovaries,  before  the  symptoms 
of  insanity  disappeared  ? 

Dr.  Wilson. — In  one  or  two  cases  it  was  several  months. 
One  case,  I  think,  was  insane  at  the  hospital  for  four  or  five 
months  after  the  removal  of  the  ovaries,  and  did  not  perfectly 
regain  her  mind  until  six  or  eight  months  after  she  returned 
home.  Surgeons  performing  this  operation  for  mania  should  not 
be  discouraged  if  their  patients  do  not  fully  recover  for  a  year  or 
two.  The  worst  cases  commence  to  improve  in  mind  after  a  few 
months,  but  often  are  not  perfectly  themselves  for  several  years. 

A  Member. — After  removal  of  the  ovaries,  do  not  patients 
have  nervous  symptoms  similar  to  those  produced  by  the 
climacteric  ? 

Dr.  Wilson. — Most  women,  after  removal  of  the  ovaries, 
have  various  nervous  symptoms,  such  as  they  have  during  the 
natural  change  of  life.  Very  often  they  have  nervous  symptoms 
following  any  major  operation,  and  they  are  sometimes  critical. 

Dr.  Joseph  Price,  of  Philadelphia,  Pa. — We  all  value  Dr. 
Opie's  work ;  we  know  considerable  about  it,  and  know  him  to 
be  a  painstaking  man,  capable  of  doing  good  and  incapable  of 
doing  mischief.  But  there  are  some  points  in  his  paper  that  I 
wish  to  deal  with  briefly. 

He  has  alluded  to  the  laboratory  scientist.  We  know  of 
many  young  Americans  who  have  worked  in  German  labora- 
tories  for   scientific   purposes,   and    how    valuable   their   work 
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"■en.  Long  before  these  men  turned  up  and  contribul 
much  to  destroy  the  little  beasta  or  germs  that  have  1>« •• 
ferred  to,  men  like  Dudley,  of  Lexington,  did  wonderful  work. 
It  baa  never  been  equalled  .since.  Two  hundred  and  twenty-five 
lithotomies,  with  three  deaths.  Pause  a  moment  and  think  of 
it!  Lister  nor  his  followers  will  over  equal  it.  Long  before  the 
laboratory  men  and  the  solution  men  taught  US  80  much  about 
sterilization  and  the  destruction  of  Little  beasts  in  the  organism, 
Fox  did  twenty-two  consecutive  amputations  above  the  elbow 
and  knee  without  a  death.  I  could  allude  t<-  a  great  number 
of  men  that  did  wonderful  work  before  the  days  <  >f  Lister  and 
his  followers — not  that  I  do  not  value  what  he  and  his  followers 
have  done  in  the  field  of  progressive  surgery;  but  all  of  these 
men  have  claimed  too  much  for  their  solutions.  They  first  in- 
sisted that  carbolic  spray  was  of  vital  importance,  and  that  it 
greatly  reduced  their  mortality;  still  we  find  women  in  our 
maternities  and  men  in  the  general  hospitals  dying  from  its 
abuse.  The  spray,  carbolic  acid,  bichloride  of  mercury,  and 
other  solutions  were  lately  denounced  in  so  prominent  an  institu- 
tion as  the  Johns  Hopkins  University  in  unqualified  language — 
solutions  which  they  had  considered  of  great  value.  The  men 
who  talked  the  loudest  about  the  value  of  these  solutions  are 
the  first  ones  to  denounce  them. 

I  feel  much  like  the  Sunday-school  boy.  His  teacher  first 
told  the  Jonah  story.  The  little  boy  reclined  and  listened 
attentively  to  it.  She  followed  it  with  the  Daniel  story,  and 
after  the  story  was  told,  he  said:  "Say,  Miss,  you  have  gone  too 
far  now;  I  do  not  believe  your  Jonah  story."  I  feel  like  the 
little  boy  in  regard  to  laboratory  men.  We  scarcely  seek  a 
college  man  now  to  help  us  out  of  difficulties. 

As  to  exploratory  incisions.  Exploratory  incision  implies  a  cer- 
tain amount  of  doubt  and  ignorance.  I  am  not  speaking  per- 
sonally now;  I  am  referring  to  the  whole  class  of  surgeons.  We 
ought  to  make  a  diagnosis.  When  we  make  an  incision,  we  go 
after  something — the  uterus,  tubes,  ovaries,  hydatid  cyst,  or  Btone 
in  the  kidney,  and  when  we  go  directly  into  the  kidney  we  do 
11  it   an   i  iv  operation.      If  there  is  a  Stone  there, 

you  may  tear  everything  up  in  the  attempt  to  remove  it,  or  else 
annot  remove  it.     I  call  that  a  severe  open 


124     THIRTY-TWO  UNSELECTED  ABDOMINAL  SE(  Tl 

Mr.  Tait  made  ninety  exploratory  in  in  his  first  scries  of 

one  thousand  cases,  but  did  not  report  ninety  in  his  second  series. 
He  reduced  them  more  than  50  per  cent.  I  saw  him  do  two 
exploratory  operati 

In  r  the  dry  treatment  of  the  Germans,  or  Americans, 

if  you  please;  I  have  tried  it,  and  I  have  seen  it  tried  by  others. 
While  in  Boston  I  saw  some  jars  filled  with  sponges  made  of 
gauze  and  cotton.  They  were  practising  the  dry  treatment 
there.  I  took  pains  to  watch  their  mortality,  and  it  remained 
very  high — more  than  50  per  cent.    So  it  has  stayed  their  hands. 

The  wet  treatment — irrigation — has  been  practised  for  cen- 
turies, and  for  special  surgery  there  is  nothing,  in  my  opinion, 
that  will  wash  out  debris  like  water.  I  have  practised  both, 
and  I  must  say  the  wet  treatment  is  the  more  valuable. 

With  reference  to  germs,  of  which  we  hear  so  much.  Some 
operators  have  nothing  to  say  about  them  in  the  open  treatment. 
Take  the  Willard  Parker  treatment  of  appendicitis,  for  instance, 
as  practised  by  many.  Hadra  advocated,  the  open  treatment, 
and  many  surgeons  had  practised  it  long  before  his  paper  before 
this  body  on  the  subject.  I  have  left  the  abdomen  open,  and  the 
germs  did  not  carry  away  my  patients.     They  got  well. 

In  regard  to  insanity.  I  am  glad  Dr.  Wilson  has  referred  to 
it.  He  operated  on  his  cases  for  a  good  cause  and  for  a  specific 
purpose.  He  probably  recognized  some  local  mischief,  or  if  he 
recognized  a  functional  cause  it  would  be  quite  sufficient.  I  have 
repeatedly  operated  on  insane  patients,  some  of  them  young 
girls,  and  I  am  satisfied  that  many  women  could  be  taken  out  of 
insane  asylums,  operated  on,  and  relieved  of  their  insanity.  I 
have  been  called  thrice  to  one  asylum  to  operate,  and  the  neuro- 
logical experts  agreed  with  me  that  many  women  could  be 
relieved  of  their  condition  by  careful,  judicious  surgery.  Some 
time  ago,  two  physicians  in  our  city  hesitated  to  remove  pus  in 
an  insane  woman  living  on  Green  Street.  Her  temperature  was 
high  and  her  whole  condition  miserable.  I  operated  promptly. 
Dr.  Armstrong,  of  Montreal,  witnessed  the  operation.  I  removed 
two  huge  pus  tubes  and  ovarian  abscesses.  She  made  all  sorts 
of  insane  contortions.  I  placed  her  in  the  hands  of  two  nurses. 
Her  intellect  soon  cleared  up.  The  second  week  I  felt  doubtful  of 
her  condition.   I  feared  I  would  have  to  send  her  to  an  asylum.   In 
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the  latter  part  of  the  second  week  her  intellectual  condition  was 
all  right.    The  drainage-tube  remained  in  a  week.     Her  whole 

condition  was  soon  changed,  and  she  was  in  my  office  a  few  days 
ago.  I  i'ailed  to  recognize  her,  as  she  looked  rosy  and  bright.  She 
improved  in  appearance,  and  these  operations  improve  the  ap- 
pearance of  most  women.  It  does  not  make  them  look  < 
I  operated  on  two  of  the  most  prominent  musicians  in  Philadel- 
phia— one  a  celebrated  contralto.  I  operated  on  her  for  puru- 
lent peritonitis  with  pus  tubes  and  ovarian  abscesses,  fourteen 
hours  after  leaving  the  choir.  She  had  a  quart  or  more  of  pus  and 
muddy  fluid  in  her  peritoneal  cavity.  I  have  since  made  inquiry 
as  to  her  condition,  and  I  find  she  still  sings  as  sweetly  as  ever. 

I  operated  on  another  fine  musician  in  Germantown  two  years 
ago.     Her  voice  remains  perfect. 

Dr.  Davis  and  others  have  referred  to  Martin's  work  and  that 
of  other  surgeons.     I  refer  them  to  the  Annals  of  (  \gy  for 

a  report  of  Olshausen's  and  Martin's  work  to  date  in  ovariotomy, 
as  well  as  hysterectomy  and  pelvic  work.  Their  mortality  by 
the  intra-peritoneal  method  was  high.  All  these  men  condemn 
drainage;  they  practise  the  dry  treatment.  lam  not  willing  to 
accept  Dr.  Opie's  statements  with  regard  to  contamination  from 
drainage  and  irrigation.  The  drainage-tube  is  a  useful  thing  in 
removing  fluids,  debris,  etc.  If  the  dry  treatment  is  as  success- 
ful as  some  claim,  why  is  the  mortality  so  great? 

In  regard  to  reporting  our  own  work,  the  successful  and  un- 
successful cases,  how  they  die  and  how  they  might  be  saved,  I 
think  if  it  were  done,  we  would  greatly  benefit  each  other.  I 
scarcely  agree  with  Dr.  Davis,  that  the  reporting  of  these  cases 
would  be  an  advertisement  for  the  surgeon.  You  will  find  that 
our  friends  who  have  heard  what  we  have  said  and  read  what 
we  have  written,  rarely  ever  send  us  a  case  for  operation.  The 
men  who  have  seen  us  operate  once  or  twice  are  the  ones  that 
are  most  likely  to  send  us  cases — men  who  treat  diseases  of  the 
nose,  eye  and  ear,  diphtheria  ami  scarlet  fever,  specialist-  in 
these  departments — they  send  us  operations,  but  the  men  who 
are  only  familiar  with  our  expressed  views  seldom  send  us  a  case 
for  operation. 

Db,  Opie,  in  closing  the  discussion,  said  :  T  highly  appn 
>urteous  attention  of   Drs.  Jol  nson,   i  .  and 
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Price  in  their  full  and  capable  discussion  of  my  paper.  It  Lb 
gratifying  to  have  elicited  opinions  from  gentlemen  all  of  whom 
have   had    large   experience  in   abdominal  surgery.      Farther- 

more,  I  must  Bay  that  I  feel  that  I  have  been  benefited  by  our 
difference  s. 

I  shall  detain  the  Society  with  but  a  few  words — relative  to  the 
drainage  tube.  I  am  sure  Dr.  Price  has  good  success  with  it,  be- 
cause with  his  skill  as  a  surgeon  and  by  careful  manipulation  of 
the  tube,  he  counteracts  and  does  away  with  the  dangers  which 
overtake  other  surgeons.  I  fear  the  Doctor  is  doing  harm  by 
his  remarks  here  before  our  student  visitors  about  the  drain- 
age-tube. I  seriously  regret  to  hear  him  belittle  the  work  of 
the  laboratory  physician.  I  am  sorry  that  he  repudiates  the 
germ  theory  of  disease  and  overthrows  the  idea  of  antiseptics. 
At  any  rate,  if  he  does  not  believe  in  that,  he  must  believe  that 
some  good  has  been  developed  out  of  Listerism  and  our  knowl- 
edge of  microscopy,  which  he  seems  to  ignore.  When  a  drainage- 
tube  is  inserted  inside  of  the  abdominal  cavity,  it  rests  on  the 
most  sensitive  surface  in  the  whole  human  body ;  moreover,  this 
foreign  body  (tube)  leads  into  a  cavity  which  is  never  open 
except  through  violence.  Dr.  Price  tells  us,  that  a  clean  doctor 
will  make  it  a  clean  mechanical  appliance.  This  cannot  be 
true,  since  by  keeping  the  cavity  open  by  a  patulous  tube  he 
invites  the  ingress  of  air,  and  by  bruising  the  tissues  he  makes 
them  a  paragon  field  for  the  cultivation  of  septic  germs.  He 
says  a  clean  doctor  will  keep  a  clean  tube.  It  is  impossible  to 
keep  a  tube  typically  clean  when  in  the  abdomen.  I  believe  if 
the  Doctor  would  drop  his  drainage-tube,  he  would  be  more 
successful  than  he  has  been.  I  predict  that  in  less  than  five  years 
he  will  not  insert  a  drainage-tube;  that  he  will  be  more  open  to 
conviction  and  will  study  his  position  more  thoroughly,  and 
that  he  will  keep  on  doing  even  more  good  than  he  has  done 
heretofore. 


THE  OBSCURE  ORIGIN   OF  OVARIAN 
CYSTOMA. 


By  Cornelius  Kollook,  M.D., 
Chcraw,  S.  C. 


The  causes  of  ovarian  cysts  seem  to  be  still  a  question  sub 
judioe  in  the  minds  of  those  who  are  most  progressive,  and 
who  have  made  the  greatest  advancement  in  the  science  of 
gynecology.  Various  theories  have  been  put  forth  by  th< 
of  large  experience,  who  are  earnest  seekers  after  truth,  and 
who  are  patient  investigators  of  all  unnatural  and  morbid 
phenomena.  But  no  satisfactory  decision  lias  been  obtained 
from  all  the  patient  and  searching  investigations  that  have 
been  made  as  to  the  cause  of  this  singular,  unaccountable,  and 
sometimes  fatal  neoplasm,  characterized  by  histological  diver- 
sity from  the  viseus  of  which  it  is  a  production.  Some  of  the 
theories  seem  at  a  glance  to  be  plausible,  but  upon  close  study 
we  find  they  will  not  bear  inspection.  Although  coming  from 
those  whose  opinions  command  respect,  we  see  they  are  dia- 
metrically opposed — one  flatly  contradicting  the  other. 

The  production  of  the  dermoid  eyst  is  plain  enough,  for 
that  is  not  confined  to  the  ovary,  but  is  sometimes  found  in  the 
testis.  A  dermoid  cyst  is  a  result  of  an  abortive  conception — 
;-  ;i  foetus  in  situ — and  originates  in  early  embryonic  life.  They 
have  been  found  in  the  ovary  and  in  the  testis  of  the  foetus  as 
early  as  the  twelfth  week  after  conception.  This  is  simply  a 
fnak  of  Nature,  and  cannot  be  attributed  to  any  pathological 
condition.  The  genuine  ovarian  cystoma  has  also  been  (bund  and 

removed  from  an  infant  a  few  months  after  it^  birth.      Would 

it  not  be  a  bold  push  upon  credulity,  and  would  not  a  heavy 
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draught  upon  imagination  b  3sary  for  us  to  Buppose  that 

a  feed  w  months  had  been  subjected  to  air 

the  agencies,  influ  noes,  and  conditions  that  have  been  reck- 
oned among  iting  or  predisp  ies  of  ovarian 

.1  V 

Among  the  exciting  causes,  Scanzoni  ami  others  reckon  the 
increase  of  fluid  in  the  ovisac,  which  is  a  hyperemia  of  the 
ovary,  as  the  most  potent  But  hyperemia  of  the  ovary  occurs 
at  each  menstrual  period,  and  if  this  overplus  of  blood  pro- 
duces ovarian  cystoma,  every  congestion  of  the  ovary  and  ev 
attack  of  oophoritis  should,  as  a  rule,  be  followed  by  the  pro- 
duction of  some  neoplastic  growth  of  the  ovary.  To  carry  out 
the  idea  of  ovarian  hyperemia  being  an  efficient  exciting  cs 
of  ovarian  tumor,  they  should  be  more  frequent  on  the  left 
ovary  than  on  the  right.  The  anatomical  arrangement  of  the 
vessels  of  the  left  ovary  causes  it  to  be  more  liable  to  hyper- 
emia than  the  right,  and  it  is  generally  conceded  by  gyne- 
cologists to  be  more  prone  to  oophoritis  than  the  right.  But 
statistics  prove  cystic  degeneration  of  the  right  ovary  to  be 
more  common  than  that  of  the  left. 

Among  the  predisposing  causes,  a  scrofulous  diathesis, 
chlorosis,  excessive  menstruation,  marriage,  and  sterility  are 
recorded  by  many — Peaslee,  Charles  Clay,  and  Boinet  among 
the  number — as  the  most  efficient  in  the  production  of  cystic 

I  neration  of  the  ovary.  But  according  to  just  and  care- 
fully prepared  statistics,  the  presence  and  active  operation  of 
all  these  agencies  and  influences  prove  nothing  satisfactory. 
Patients  are  found  with  ovarian  tumors  who  have  never  been 
subjected  to  any  of  them,  while  some  who  have  been  exposed 
to  all  have  escaped.  While  some  of  these  influences  and  con- 
ditions may  tend  to  increase  acystigerous  action  in  any  glandu- 
lar structure,  there  is  a  want  of  positive  evidence  of  their  being 
fairly  received  as  predisposing  causes  of  ovarian  tumors,  or 
even  aiding  in  the  production  of  intra-ligamentous  cystoma. 
Accordin  ;  to  statistic  evidence  now  at  hand,  we  are  forced  to. 
confess  that  there  must  be  influences  or  conditions  of  which 
we  are  ignorant  producing  these   monstrous   and  distressing 
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growths  in  the  pelvic  cavity.     As  no  system  of  prophylaxis 
will  check  the  production  of  this  neoplasm,  all  we  can  d 

thus  afflicted  is  by  timely  surgical  interference.  In  this 
era  of  asepsis,  the  knife  has  been  made  almost  an  infallible 
remedy  for  cystic  degeneration  of  the  ovaries. 

As  illustrations  of  the  fact  that  women  may  never  he  ex- 
posed to  any  of  the  influences,  agencies,  and  conditions  i 
nized  as  productive  of  ovarian  cysts,  and  y<  t  contract  tliv 
disease,  I  beg  the  indulgence  of  the  Association  while  I  read 
a  short  report  of  some  cases  of  ovarian  cystoma  that  I  met 
with  recently  in  my  own  private  practice. 

Case  I. — Miss  R.  C.  L.,  aged  twenty-seven  years  ;  general  health 
fine;  menstruation  commenced  at  thirteen,  and  continued  with 
marked  regularity,  never  excessive  or  scant,  and  never  accompa- 
nied by  any  discomfort ;  appetite  and  digestion  good,  and  sleep 
undisturbed  ;  always  full  of  life  and  energy.  Her  physique  is 
uncommonly  fine:  height,  five  feet  eight  and  three-quarter  in- 
ches ;  weight,  one  hundred  and  seventy-five  pounds.  She  is 
highly  intellectual,  fond  of  study  and  music.  She  seemed  to 
have  but  little,  if  any,  passion.  While  she  seemed  to  enjoy  the 
society  of  men  of  culture,  she  never  sought  their  company.  Her 
conversation  is  always  of  the  most  intellectual  kind — so  much  so 
that  she  was  not  very  attractive  to  any  except  those  of  culture. 
A  married  sister  confirmed  my  suspicions  by  telling  me  that  she 
was  certain  her  sister  never  saw  the  time  she  would  marry. 
I  saw  this  case  for  the  first  time  on  the  18th  of  June,  1888.  She 
was  greatly  distended — measured  at  the  umbilicus  fifty-six  inches ; 
facies  ou  ovairance  very  pronounced.  On  the  26th  of  June.  I 
removed  a  cyst  on  the  right  ovary,  weighing  thirty-one  pounds. 
She  had  a  prompt  recovery.  Six  weeks  after  the  operation  she  was 
perfectly  well,  and  looked  as  though  nothing  had  ever  ailed  her. 
In  this  case  neither  disappointed  affection  nor  disappointed 
sexual  desire  could  have  exercised  any  influence  in  the  produc- 
tion of  cystic  degeneration  of  the  ovary. 

Case  11. — M.  H.  T.,  unmarried,  aged  seventeen  year.-  and 
eight  months  :   menstruation  commenced  at  fourteen,  and  contin- 
ued with  Bignal  regularity  :  general  health  perfect — every  i 
seemed  to  perform  its  functions  normally.     While  always  bright 

-  -urg  •.) 


130  SCURE  ORIGIN  OF  OVARIAN  CJ  STOMA 

mid  cheerful,  there  was  a  quiet  dignity  of  manner  not  often  seen 
in  girls  of  her  age.  1  saw  her  first  on  the  27th  of  December, 
1888.  On  the  30th  1  removed  a  cysl  from  the  right  ovary,  weigh- 
ing twenty-six  pounds.  She  had  a  prompt  recovery,  and  left  for 
her  home  twenty-live  days  after  the  operation. 

Case  III. — Miss  C.  L.  H.,  aged  eleven  yeare  eight  months 
and  nineteen  days;  general  health  perfect  in  every  particular ; 
menstruation  first  appeared  about  two  months  before  she  was 
eleven  yean  of  age  and  continued  with  perfect  regularity,  never 
in  excess  or  scant,  nor  was  it  accompanied  by  the  slightest  pain. 
Her  physique  was  fine  in  every  way.  Though  less  than  twelve 
years  of  age,  she  weighed  one  hundred  and  thirty-five  pounds ; 
was  strong  and  active.  Her  breasts  were  as  full  and  large  as 
those  of  a  woman  of  twenty-five.  She  was  very  handsome,  had 
a  fine  voice,  sang  beautifully,  and  was  very  intellectual ;  stood  at 
the  head  in  all  her  classes  in  a  large  high  school.  I  saw  her  for 
the  first  time  on  the  9th  of  January,  1891.  The  abdomen  was 
greatly  distended,  but  facies  on  ovairance  was  not  very  pronounced. 
I  was  confident  she  had  an  ovarian  cyst,  and  I  rather  suspected 
she  had  two.  On  the  10th  of  January  I  made  a  section  of  three 
inches  below  the  umbilicus,  and  removed  a  cyst  from  each  side, 
the  one  on  the  left  weighing  twelve  pounds,  and  that  on  the  right 
seven  pounds.  A  more  prompt  and  complete  recovery  I  never 
saw  from  the  simplest  operation.  Union  by  first  intention  took 
place,  and  the  sutures  (silver  wire)  were  removed  at  the  end  of 
the  seventh  day.  In  twelve  days  she  was  up  about  her  room, 
and  on  the  twenty-third  day  after  the  operation  returned  to  her 
home,  distant  two  hundred  miles. 

It  is  now  ten  months  since  double  ovariotomy  was  done  on 
this  young  girl,  and  there  lias  not  been  the  slightest  discharge 
from  her  of  any  kind.  At  each  menstrual  period  there  is  con- 
siderable commotion  in  the  pelvic  region,  attended  with  some 

uneasiness  in  the  head  and  back,  but  at  eacli  period  these 
symptoms  decrease,  and  the  last  two  were  accompanied  by  no 
pain  whatever.  The  remarkable  physical  development  in  this 
case  still  continues.  It  is  now  ten  months  since  the  operation  ; 
she  has  gained  six  pounds  in  weight;  weighs  one  hundred  and 
forty-one  pounds,  and  looks  better  than  before  she  underwent 
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ovariotomy.  This  young  girl  came  from  the  purest  and 
healthiest  stock  of  people  in  this  region  ;  not  an  individual 
on   either  side   was   ever   known   to    have    any  constitutional 

trouble  of  any  kind.  Her  mother  and  family  physician,  both 
highly  intelligent  persons,  say  they  never  knew  her  to  be  the 
least  indisposed  in  any  way.  It  seemed  a  pity  to  destroy  the 
procrcative  powers  of  such  a  fine  specimen  of  humanity.  Her 
moral  and  intellectual  endowments  are  in  full  accord  witli  her 
grand  physique. 


A    NfEDIOO-LEGAL  ASPECT  TO  PELVIC 

INFLAMMATION. 


By  William  Warren  Potter,  M.D., 
Buffalo,  X.  V. 


Pelvic  inflammations  in  women  have  been  described,  dis- 
cussed, and  debated  from  almost  every  point  of  view  imagin- 
able, until  our  period ieal  medical  literature  is  flooded  with 
articles  on  the  subject,  and  medical  society  Transactions  are 
teeming  and  bristling  with  papers  pertaining  thereto.  This 
is  well,  for  there  are  yet  many  unsettled  questions  relating  to 
this  important  subject.  So  far,  however,  I  have  not  observed 
that  anyone  has  undertaken  to  discuss  these  intra-pelvic  con- 
ditions from  a  medico-legal  standpoint.  It  is  my  purpose  in 
this  paper  to  present  that  aspect  of  the  question,  taking  for 
my  text  a  ease  that  developed  an  interesting  problem  in  that 
respect. 

History. — The  following  is  an  epitomized  history  of  a  ease 
which  will  illustrate  the  chief  points  that  I  wish  to  consider 
on  this  occasion  :  A  married  woman,  twenty-two  years  old, 
and  in  the  sixth  mouth  of  pregnancy,  fell  into  a  shallow 
trench  or  excavation  that  had  been  left  open  during  the  laying 
of  a  new  street  pavement.  She  was  immediately  helped  out 
by  her  husband  and  walked  home,  a  distance  of  several  blocks. 
She  made  little  or  no  complaint  of  the  accident  for  a  fortnight, 
but  then  began  to  complain  of  pain  m  the  lower  abdomen, 
and  called  in  a  physician,  who  pronounced  her  Buffering  with 
diffuse  or  general  peritonitis.  This  attack  subsided  in  due 
time,  only  to  be  followed  by  another,  and  still  another  within 
the  next  few  weeks. 
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About  three  and  a  half  months  after  the  alleged  fall  she 
was  delivered  by  forceps,  apparently  at  term,  of  a  stillborn 
child.  The  foetus  was  described  as  emaciated  hut  uol  putres- 
cent, and  it  was  ascertained  that  motion  had  been  felt  by  the 
mother  a  few  hours  before  delivery.  After  a  reasonably 
prompt  puerperal  convalescence,  the  woman  began  to  com- 
plain of  pain  in  the  right  hip-joint,  which  was  BO  persistent 
that  a  physician,  not  her  attendant  during  delivery,  was 
called.  This  physician  was  in  attendance  for  a  short  time, 
hut,  as  relief  was  not  obtained  under  his  ministrations,  she 
recalled  her  first  medical  adviser,  and  reestablished  him  in 
charge  of  her  case.  The  pain  meanwhile  continued,  and  her 
physical  condition  was  such  as  to  excite  considerable  appre- 
hension, so  her  physician  called  a  surgeon  as  counsel.  He 
diagnosticated  it  to  he  a  case  of  hip-joint  disease,  and  the 
extremity  was  plaeed  in  an  extension  splint,  such  as  is  ordi- 
narily used  by  surgeons  in  coxitis.  This  dressing  was  kept 
upon  the  extremity  for  a  period  of  two  months  or  more,  at 
the  end  of  which  time  she  was  pronounced  sufficiently  cured 
to  dispense  with  the  extension  apparatus. 

In  the  meantime  a  suit  for  damages  had  been  entered 
against  the  city,  with  the  paving  contractors  as  co-defendants. 
Before  it  came  to  trial  I  was  invited  by  the  counsel  for  the 
defendants  to  examine  the  patient  in  association  with  an  ac- 
complished specialist,  Dr.  M.  D.  Mann,  of  Buffalo,  with  a 
view  to  determine  her  present  condition  and,  if  possible,  the 
tan—  of  her  ill  health.  We  found  an  inflammatory  mass  in 
the  pelvis  on  the  right  side  of  t\\(^  uterus.  It  was  tender  and 
indicative  of  tubal  disease.  The  hip-joint  was  mobile,  not 
shortened,  and  was  free  from  deformity  or  roughness,  and 
-  there;  was  nothing  to  indicate  that  it  had  ever  been  the 
seat  of  tubercular  disease,  or  any  bone  malady  whatsoever. 

There  were  also  present  at  this  consultation  the  attending 
physician  and  Dr.  B.  II.  Daggett,  of  Buffalo,  a  surgeon  of 
experience,  and  it  was  the  opinion  that  there  never  had  been 
any  joint  disease,  but  that  the  woman  had  suffered  from  reflex 
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pain  in  the  hip  caused  by  recurrent  pelvic  inflammation,  of 
the  existence  of  which  latter  we  found  unmistakable  eviden 
The  counsel  for  the  prosecution  at  the  trial  contended  that 

the  woman  had  received  an  injury  at  the  time  of  the  allege  I 
fall,  which  subsequently  caused  the  birth  of  a  Btillborn  child, 
and  which  also  produced  hip-joint  disease ;  that  a  competent 
surgeon  had  been  employed,  who  cured  the  hip  in  a  few  WB  ks, 
so  that  now  no  trace  of  the  disease  remained,  and  that  the 
woman  was  practically  well,  but  that  damages  were  asked  on 
account  of  the  ill  health  which  ensued  as  a  direct  result  of 
the  alleged  injury,  and  which  subsequently  caused  the  still- 
birth. On  the  other  hand,  the  defence  maintained  that  the 
woman  was  seized  with  pelvic  peritonitis,  due  to  disease  of 
the  appendages;  that  she  had  several  recurrent  attacks  prior 
to   delivery;  that  subsequent   to  delivery  sb  d  from 

joint  reflexes  incident  to  the  repeated  attacks  of  local  or  pelvic 
peritonitis,  and  that  subsequently  she  recovered  therefrom  in 
so  far  as  the  joint  itself  was  concerned.  It  was  further  con- 
tended that  the  masses  still  within  the  pelvis  were  indicative 
of  thickened  and  inflamed  tubes,  and  that  she  was  yet  liable 
to  recurrences  of  similar  attacks.  The  theory  for  the  prose- 
cution was  supported  by  the  attending  physician  and  the  sur- 
geon who  treated  the  joint  for  hip  disease.  The  theory  of 
the  defendant  was  supported  by  the  testimony  of  Dr.  Mann, 
Dr.  Daggett,  and  myself.  A  verdict  was  given  the  plaintiff 
for  about  $2000,  as  I  remember,  the  claim  having  been  for  a 
much  larger  sum.     An  appeal  was  taken. 

I  have  been  somewhat  minute  in  this  description,  so  that 
the  medico-legal  bearing  of  all  the  essential  points  may  be 
placed  before  the  Ass    tiation  for  discussion. 

Remabks. — The  reflexes  pertaining  to  diseases  of  the  pel- 
vic organs  in  women  are  many  and  various.  For  the  most 
part  they  have  been  recognized  and  well  described  by  writ- 
and  have  come  to  be  understood  as  such  common  accompani- 
ments of  these  disorders  that  very  little  remains  to  be  said 
in  regard  to  the  majority  of  them.  These  reflexes  are  mani- 
fested through    both  the   cerebrospinal  and   the  vasomotor 
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system  of  nerves.  They  Eire  of  a  character,  generally  speaking; 

to  make  a  woman  more  miserable  than  the  disease  which  is 
their  underlying  cause — the  fona  <f  origo  of  ber  ill  health. 
Many  of  them  have  become  classic  and  have  been  amply 
catalogued  in  the  text-hooks.     It  [a  my  purpose  at  this  time 

to  direct  the  attention  of  the  Association  especially  to  a  class 
of  reflex  symptoms  which  are  frequently  exhibited  during 
the  course  of  or  consecutive  to  pelvic  inflammation,  and 
which  I  have  seen  manifested  in  the  Larger  joints,  especially 
the  hip  and  knee. 

I  presume  it  has  fallen  to  the  lot  of  many  in  this  presence 
often  to  have  seen  women  that  have  complained  of  pain  in 
the  joints  and  extremities  during  the  progress  of  pelvic  dis- 
ease, and  which  they  have  recognized  readily  as  reflex  in 
character.  It  has  been  a  frequent  occurrence  in  my  own 
observation  to  encounter  such,  hut  it  is  not  common  to  meet 
with  a  case  where  the  symptoms  were  apparently  so  clearly 
misinterpreted  and  such  extreme  treatment  applied  as  in  the 
one  related.  It  is  a  common  observation  that  general  sur- 
geons are  apt  to  misinterpret  the  real  import  of  symptoms  in 
cases  of  a  similar  nature,  which,  of  course,  logically  lead-  t<» 
a  misapplication  of  remedial  measures.  There  is  uo  intent 
in  these  criticisms  to  reflect  on  the  skill  of  those  who  pra 
general  surgery.  In  the  management  of  these  cases  they  are, 
in  the  opinion  of  many,  simply  out  of  their  legitimate  sphere. 

If  we  reflect  a  moment  on  the  peculiar  relationship  of  the 
hip-joint  to  the  pelvis,  and  particularly  upon  its  intimate 
nerve  communication  with  the  pelvic  organs,  we  shall  be  able 
to  appreciate  the  great  liability  it  has  to  sympathy  with  any 
disease  Located  in  those  organ-.  A  low-down  backache  has 
always  been  regarded  as  one  of  the  commoner  symptoms 
connected  with  pelvic  disorder,  and  it  Is  very  easy  to  under- 
stand how  a  disturbance  of  the  cord  in  this  locality  may  be 
carried  downward  and  outward  through  the  sacro-sciatie 
foramen,  along  the  great    sciatic   nerve,  and,   by   it<  articular 

branch,  into  the  joint   itself.     The  deep  gluteal  region  and 

the  surrounding  structures  are  often    the  Beat  of  severe  and 
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continued  pain,  as  we  have  all  many  t:  rved,  and  it  is 

quite  possible  that  .  rheumatism,  and  various  other 

-  have  1*  -     symptoms,  when  in 

reality  they  were  only  >•  true  pel 

attention  of  the  Association  is  invited  to  a  paper  by 
Dr.  Iv.  II.  Sayre,  read  at  a  recent  meeting  of  the  Orthopedic 
Section  of  the  New  York  Academy  of  Medicine,  entitled 
"  The  Importance  of  Thorough  Examination  in  Bnsp 
Pott's  Disease.'' l  In  this  paper  Dr.  Sayre  refers  to  the  fact 
that  many  cases  have  been  treated  for  genuine  Pott's  dis 
with  corsets  and  braces,  that  were  afterward  ascertained  to  he 
doe  to  disease  of  the  pelvic  organs  with  spinal  reflexes  simu- 
lating Pott's  disease.      He  had  himself  treated  a  lady,  twenty- 

ars  of  age,  who  had  received  an  injury  of  the  right  hip, 
which  was  followed  by  severe  pain  in  the  back  and  lower 
extremities.  These  pains  were  worse  at  night.  A  prominent 
physician  whom  she  consulted  pronounced  her  ease  Pott's 
disease  and  applied  a  leather  corset.  She  grew  worse  under 
this  treatment,  until  there  was  loss  of  power  in  both  legs  and 
arms.  Two  other  competent  physicians  made  a  similar  diag- 
nosis, and  various  braces  and  plaster  jackets  were  applied 
without  benefit.  When  she  first  came  to  the  author  sh 
still  wearing  a  plaster  jacket,  though  she  could  then  walk 
with  difficulty  and  was  bent  forward.  She  suffered  pain 
from  every  jar;  there  was  rigidity  of  the  spinal  mus  iles,  and 
she  complained  of  pains  in  the  lower  part  of  the  abdomen, 
running  down  the  thighs.  In  this  case  the  uterus  was 
found  to  be  retro  verted  and  bound  down  by  adhesions,  and 
Alexander's  operation,  followed  by  the  use  of  a  pessary,  far- 
adism,  and  other  measures,  finally  restored  the  woman  to  health, 
lie  related  two  other  cases  of  a  similar  nature.  From  this  it 
would  seem  as  though  the  spinal  cord  and  its  various  projec- 
tions furnished  a  favorite  field  for  the  manifestation  of  pelvic 
reflexes,  and  it  is  in  the  hope  that  further  light  may  be 
thrown   upon   this   important  field   of  research   that  I   have 

1  Buffalo  Medical  and  Surgical  Journal,  vol.  xsx.  p.  537. 
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introduced  the  subject  for  discussion  before  the  Association  at 
tlii—  time. 

The  principal  points  of  emphasis  arc: 

1.  That  the  intimate  anatomical  relations  between  the  pelvic 
organs  and  the  larger  joints  of  the  lower  extremities,  i  specially 

the    hip-   and    knee-joint,  render    them    extremely    liable    to 
reflexes. 

2.  Tib-  importance  of  careful  primary  dia  _ravo 
errors  and  possible  disastrous  consequences  may  result  from 
early  treatment. 

3.  The  medico-legal  bearing  that  errors  of  judgment  in 
diagnosis  and  treatment  may  have  in  relation  to  the  patient, 

11  as  upon  thi'  reputation  of  the  physician. 

DISCUSSION. 

Dr.  C.  A.  L.  Reed,  of  Cincinnati,  Ohio. — I  feel  that  this  im- 
portant paper  ought  not  to  be  passed  without  discussion.  If  the 
case  which  has  been  related  with  such  clearness  and  such  force 
as  to  the  points  involved  be  taken  as  a  text  upon  which  we  can 
discuss  the  various  medico-legal  problems  involved  in  the  treat- 
ment of  intra-pelvic  inflammatory  diseases,  then,  indeed,  is  this 
a  most  important  paper,  and  one  which  should  elicit  extensive 
discussion  from  the  members  here  assembled.  I  never  do  an 
abdominal  section  for  inflammatory  disease  within  the  pelvis 
without  thinking  more  or  less  upon  the  possible  medico-legal  re- 
lations of  the  case.  We  frequently  encounter  cases  in  the  oper- 
ating-room in  which  a  clear  and  distinct  history  of  inflamma- 
tory disease,  extending  over  a  series  of  years,  ought  certainly  to 
have  directed  attention  to  the  proper — or,  at  least,  to  an  approxi- 
mately accurate  diagnosis  and  to  surgical  interference.  But 
these  cases,  in  consequence  of  delay,  have  developed  complica- 
tions which  prove  to  be  the  cause  of  death  when  the  patient  is 
placed  upon  the  operating-table  or  afterward.  Now,  the  ques- 
tion comes  up,  Wh<  msible  in  that  case?  I-  it  the  man 
who  is  responsible  for  the  delay — is  it  the  man  who  is  n 
Bible  for  the  complications?  or  the  man  who  has  taken  his  knife 
in  hand  and  tried  t<>  Lrive   to   this    patient,  unquestionably  other- 
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wise  Lost,  the  last  resource  of  bis  art?  The  question  of  diagnosis, 
however,  i>  one  that  will  always  prove  a  stumbling-block  to  the 
settlement  of  these  cases,  and  perhaps  it  will  furnish  a  loop-hole 

out  of  which  recalcitrant  physicians  may  escape. 

J  have  had  handed  me  a  new  .-paper  clipping,  which  probably 
presents  important  facts — facts  which  have  gone  forth  to  society 
and  upon  which  society  at  large  estimate  our  profession.  With 
your  permission,  I  will  read  it  in  connection  with  the  discussion. 
(Dr.  Reed  then  read  from  the  newspaper  clipping  referred  to.) 

Resuming,  he  said:  Now,  Mr.  President,  this  is  an  illustration 
of  the  way  medico-legal  problems  may  miscarry.  Justice  may 
miscarry  in  the  proper  adjudication  of  this  question  ;  still  the 
matter  of  presumptive  diagnosis  is  one  of  such  extent  and  set- 
tled upon  such  definite  lines,  that  physicians  ought  to  be  able  to 
distinguish  between  pelvic  inflammation  and  joint  diseases  and 
between  other  intra-pelvic  conditions  and  the  various  reflexes  to 
which  they  give  rise. 

I  think  this  is  an  important  subject,  and  one  that  should  be 
largely  discussed  among  our  members.  There  is  a  member  pres- 
ent who  has  given  particular  attention  to  the  question  of  genital 
reflexes  in  the  female  and  who  has  had  to  deal  with  them.  I 
refer  to  Dr.  Engelmann. 

Dr.  George  J.  Engelmann,  of  St.  Louis,  Mo. — I  have  lis- 
tened with  much  interest  to  both  Dr.  Potter's  paper  and  the  re- 
marks by  Dr.  Reed.  True  as  it  is  that  our  methods  of  diagnosis 
have  developed  most  rapidly  of  late  years,  yet  these  cases  still 
present  difficulties,  and  are  often  puzzing  at  least  as  to  the  deter- 
mination of  the  cause.  It  is  difficult  to  determine  between  the 
reflex  and  the  morbid  condition  proper. 

The  case  cited  by  Dr.  Potter  has  a  peculiar  interest  for  me> 
because  it  closely  resembles  one  which  was  among  the  first  to 
pointedly  call  my  attention  to  these  curious  phenomena.  Almost 
twenty  years  ago,  a  young  girl,  the  daughter  of  one  of  our  promi- 
nent citizens,  was  brought  to  my  father's  office  afier  having  been 
examined  by  a  number  of  able  surgeons  who  differed  most 
materially  in  their  diagnosis.  She  was  apparently  afflicted  with 
hip  disease,  and  any  examination  without  the  aid  of  an  anaes- 
thetic substantiated  this  view  apparently,  and  gave  the  surgeons 
reason  to  believe  that  they  were  dealing  with  the  ordinary  form 
of  hip  disease.     Examination   under   chloroform   revealed   the 


DISCUSSION. 

absence  of  characteristic  symptoms;  under  the  anaesthetic  it  was 
evident  that  the  organic  lesion — at  least  to  the  extent  indicated 

by  the  previous  symptoms — was  not  present,  and  yet  all  the 

symptoms  had  been  noted.     Tin  -  one  which  puzzled  the 

asion,  and  little  attention  was  paid  to  my  BUggestioo 

possible  utero-ovarian  lesion.  The  patient  finally  drifted  into 
the  hands  of  Dr.  Say  re;  what  the  result  was,  I  do  not  know. 
To  me,  although  I  had  not  as  yet,  at  that  time,  classified  those 
symptoms  as  hystero-neuroses,  it  was  evident  that  this  was  a 
peculiar  reflex  dependent  upon  some  catarrhal  condition  of  the 
uterus — a  cold  taken  during  the  menstrual  period — followed  by 
slight  dysmenorrhea  and  uterine  discharge,  although*  the  causal 
relation  was  very  indistinct.  It  was  evident  that  all  the  symp- 
toms of  hip  disease  existed  until  the  anaesthetic  was  adminis- 
tered. The  surgeons,  as  I  have  previously  said,  were  at  vari- 
ance, some  having  even  treated  the  sufferer  for  hip  disease.  Now 
that  our  knowledge  of  the  hystero-neuroses  is  far  more  complete 
and  we  are  more  familiar  with  these  conditions,  such  a  case 
would  hardly  pass  through  the  hands  of  prominent 
without  being  detected,  yet  Dr.  Potter  cites  a  ease  of  recent 
occurrence  which  forcibly  proves  the  diagnostic  difficulties  or 
the  indifference  of  the  profession  to  these  cases.  I  must  say  that 
we  can  hardly  wonder  if  such  errors  occur,  as  the  symptoms  of 
hi})  disease  are  so  closely  simulated  that  it  is  only  by  the  most 
careful  examination  that  the  true  condition  can  be  determined, 
and,  moreover,  by  an  examination  by  those  familiar  with  the 
reflexes,  otherwise  they  will  be  misled.  I  am  sure  Dr.  Potter 
constantly  sees  cases  of  reflexes  simulating  disease  which  have 
been  treated  by  able  physicians  for  the  disease,  especially  gastric 
reflexes  treated  as  gastric  disease.  Patients  doubtless  come  to 
him  who  have  been  treated  for  years  for  dyspepsia  ami  other 
gastric  trouble.  He  recognizes  the  reflex,  ceases  all  medication, 
but  seeks  to  relieve  the  existing  uterine  or  ovarian  irritation,  and 
the  persistent  dyspepsia  or  gastritis  disappears.  The  symptoms 
are  precisely  the  same  as  those  of  the  actual  morbid  condition. 
and  it  is  only  the  closest  and  most  careful  examination  of  all 
organs  which  enables  as  to  make  a  correct  di  ign  sis. 
larity  of  the  simulation   of  organic  d  -  lex  to  the 

disease  pr  ne  of  the  most  p 
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a  confinement  of  specialism.    Only  the  specialist  wh 
raJ  practitioner,  familiar  with  all  diseases,  will  i 
nize  these   conditions   in    their   causal  relation,  and   they  cer- 
tainly deserve  the  attention  of  physicians  from  a  medico 
aspect  by  reason  of  the  great  liability  to  errors  in  diagnosis. 

Howard  A.  Kelly,  of  Baltimore,  Md. — I  agree  with 
Dr.  Engelmann  as  to  the  difficulties  attending  the  diagnosis  of 
such  a  ease  as  has  been  reported  by  Dr.  Potter ;  but  I  think 
until  the  Btatus  of  medical  education  is  decidedly  elevated,  until 
we  prolong  our  courses  and  advance  clinical  instruction,  the  men 
who  have  graduated  under  our  present  system  of  education  will 
be  blamed.  The  complaint  of  a  reflex  hip  pain  is  one  of  the 
commonest  pains  of  all  the  reflexes  of  pelvic  disease,  and  one 
which  we  should  be  continually  looking  out  for.  I  have  within 
the  past  few  years  made  several  drawings,  which  are  in  my  case- 
books, of  women  who  have  come  into  my  office  with  very  pecu- 
liar gaits,  due  to  the  presence  of  tubal  and  ovarian  inflammatory 
disease.  Probably  some  of  the  members  here  will  recognize  the 
picture  of  a  woman  stooping  over  and  holding  the  lower  part  of 
the  abdomen  and  walking  as  tenderly  as  if  she  feared  she  would 
give  her  body  the  slightest  shock.  It  is  not  a  week  since  I  sent 
a  case  from  my  operating-table,  on  which  she  had  been  placed 
for  an  operation  for  the  removal  of  the  tubes  and  ovaries,  over 
to  a  general  surgeon  for  treatment  of  hip  trouble.  The  patient 
was  under  the  treatment  of  Dr.  Fenby.  She  had  pelvic  abscesses 
which  ruptured  through  the  vagina  and  discharged  themselves. 
Following  this  she  had  a  severe  hip  pain  and  sensitiveness,  and 
was  unable  to  walk.  The  doctor  presumed  there  must  be  still 
lingering  pus  trouble  in  the  pelvis  to  account  for  her  inability  to 
walk  without  severe  pain  and  limping.  She  was  put  upon  the 
table.  I  found  old  scars,  some  fixation,  but  absolutely  no  evi- 
dence of  any  pelvic  inflammatory  disease  present.  The  pelvis 
was  perfectly  free  and  clear;  but  on  manipulating  the  hip  I 
found  decided  limitation  of  motion  on  the  left  side;  in  other 
words,  some  trouble  in  the  fascia  around  the  hip  and  under  the 
hip-joint.  The  woman  was  sent  back  to  her  room,  and  then  sent 
to  the  general  surgeon  of  the  hospital. 

Db.  Willis  R  WESTMORELAND,  of  Atlanta,  Ga. — I  regard 
the  paper  just  read  by  Dr.  Potter  as  a  very  important  one;  and 
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what  Dr.  Engelmann  has  sail  I  is  true,  that  we  have  too  many 

men  who  look  at  a  case  entirely  through   the  of  a 

specialist.  This  remark  is  just  as  applicable  to  the  general 
surgeon  as  it  is  to  the  gynecologist.     I  differ  with  Dr.  Kelly.     I 

do  not  believe  our  methods  of  medical  education  or  clinical  in- 
struction will  correct  it,  for  the  reason  that  there  are  few  students 
who  pay  any  attention  to  the  general  cases  that  come  up.  They 
make  up  their  minds  to  study  special  branches,  as  diseases  of  the 
eye,  gynecology,  or  some  other  department. 

I  had  a  case  last  winter  similar  to  the  one  reported,  and  in- 
stead of*  using  my  own  knowledge  in  the  case  (I  practise  general 
surgery),  I  did  what  I  think  every  man  ought  to  do,  I  called  in 
a  specialist  in  that  line  and  got  him  to  confirm  my  diagnosis.  It 
was  a  case  in  which  a  suit  was  brought  for  damages.  The  woman 
claimed  to  have  been  thrown  down  in  a  car,  and  as  a  consequence 
trouble  resulted.  I  think  the  general  surgeon  when  he  finds 
these  conditions,  instead  of  depending  upon  his  own  opinion, 
should  consult  a  specialist.  If  he  does  not,  he  is  behind  the 
times.  These  cases  from  a  medico-legal  standpoint  are  not  only 
interesting  from  the  fact  of  the  information  which  they  afford, 
or  what  we  can  do  in  regard  to  them,  but  it  means  as  much  to 
the  doctors  on  the  other  side.  It  means  a  great  deal  more  to 
whatever  railroad  company  or  city  is  sued  for  damages.  I  think 
it  is  an  absolute  injustice  to  have  the  general  surgeon  in  all  cases 
of  injury  of  this  character,  whether  called  in  previously  or  ap- 
pointed by  the  court,  to  make  an  examination.  I  think  it  is  an 
injustice  to  everyone  connected  with  the  case,  if,  after  they  find 
any  trouble,  they  do  not  call  in  some  specialist  in  whom  they 
have  confidence  to  confirm  the  diagnosis  before  thi  ee  to 

court.  This  confidence  means  just  so  much  to  one  or  so  much  to 
the  other. 

There  is  another  point  in  reference  to  tl  s,  ami  that   is 

this:  You  take  a  woman  who  has  had  any  of  the  nervous  troubles 
— they  may  have  come  on  insidiously  for  live  or  ten  years — and 
you  find  in  nearly  every  our  of  the.-  u   get  a  hisl 

that  kind  ;  but  an  accident  of  any  kind.  I  do  not  care  how 
trivial   it    is,  will   fix  the  attention  of  the  pati  ring  from 

the  reflex  trouble,  and  the  history  of  it  dates  fj  particular 

time.     If  you  go  into  the  matter  more  tfa  yt  you  will   in- 
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variably  find  thai  the  history  of  the  present  trouble  antedated 

the  accident  by  months  or  even  yean.  It  is  that  particular 
point  that  I  desire  to  call  attention  to,  because  your  patient, 
perhaps  one  of  your  personal   friends,  is  conscientious  in  the 

_lit  that  the  injury  caused  the  reflex  trouble.  When  it 
comes  up  that  you  have  treated  this  patient  previously,  you  will 
find  invariably  that  it  is  attributed  to  some  accident,  and  the 
moment  a  patient  of  that  kind  gets  into  the  hands  of  a  lawyer  a 
lawsuit  is  the  result.  Lawyers  are  continually  hunting  up  such 
cases.  Patients  are  impressed  with  the  idea,  outside  of  their 
conscientious  belief,  that  everything  dates  from  some  trivial 
accident  that  they  had  received,  and  the  physician  is  called  into 
court  to  testify  in  regard  to  such  cases. 

In  reference  to  the  particular  neurotic  effects,  I  know  very 
little  about  them  from  the  standpoint  of  gynecology  or  obstetrics ; 
but  in  surgery,  when  we  are  called  to  treat  a  male  or  female,  the 
hip-joint  is  the  most  frequently  affected.  We  should  not  lose 
sight  of  the  fact  that  every  other  portion  of  the  body  is  suscep- 
tible, more  or  less,  to  the  same  influences.  While  it  may  occur 
infrequently,  the  first  case  you  have  should  put  you  on  your 
guard  for  the  future  from  a  medico-legal  standpoint.  Look  out 
for  such  cases.  You  must  be  careful  about  how  you  testify  in  a 
court.  We  had  a  suit  in  Georgia  which  illustrates  that  point. 
It  was  a  case  of  poisoning.  The  counsel  for  the  defence  asked 
the  doctor  who  made  the  post-mortem  a  question  or  two.  He 
said:  u  Doctor,  the  man  was  poisoned?"  "Yes."  "You  went 
there  with  the  idea  of  finding  poison  ?"  "  Yes."  These  were 
the  only  two  questions  asked  in  the  case.  In  the  introductory 
portion  of  his  closing  speech  the  lawyer  said  :  "  Gentlemen 
of  the  jury,  have  you  ever  seen  a  doctor  who  did  not  find 
what  he  was  looking  for?"  The  woman  was  acquitted.  When 
you  examine  these  cases,  you  usually  look  at  them  from  the 
side  of  either  the  plaintiff  or  defendant,  on  whichever  side  you 
may  be.     I  call  attention  to  a  middle  ground  in  these  cases. 

Dr.  Joseph  Price,  of  Philadelphia,  Pa. — I  cannot  permit 
the  criticism  that  Dr.  Westmoreland  has  made  concerning  us  as 
specialists  to  go  unnoticed.  I  have  the  highest  possible  regard 
for  the  general  surgeon.  I  served  in  that  field.  It  has  not  been 
my  experience  altogether  that  the  general  practitioner,  the  man 
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thnt  does  all  kinds  of  work,  with  a  wide  and  varied  experi 
has  been  very  much  at  fault  in  the  matter  under  consideration. 
He  admits  his  ignorance,  but  as  a  rule,  if  be  worries,  he  has 
some  seri«>u>  trouble  of  which  he  has  not  determined  the  pi 
nature.  He  feels  satisfied  that  there  is  something  present  for 
the  specialist  to  deal  with,  and  commands  his  service  at  i 
The  gynecologist  finds,  on  seeing  the  case,  that  he  is  in  the  main 
correct.  The  criticism  I  have  to  make  of  the  general  surgeon  is 
this,  that  if  he  errs,  it  is  because  he  is  careless;  because  he  dis- 
likes to  examine,  to  investigate;  because  he  is  not  sufficiently 
painstaking  and  thorough.  Gynecology  to  the  general  surgeon 
is  in  many  cases  distasteful.  I  refer  to  pelvic  troubles;  they  are 
difficult,  trying,  complicated,  and  they  give  him  that  degree  of 
anxiety  and  alarm  that  he  is  not  accustomed  to  in  his  general 
work.  He  will  deal  with  large  tumors,  but  shirks  the  pelvic 
cases.  For  instance,  some  prominent  surgeons  in  this  country 
have  sent  cases  of  pelvic  trouble  to  me,  saying  that  they  disliked 
to  dirty  their  hands  with  them.  Just  in  that  particular  the  gen- 
eral surgeon  is  careless.  If  he  finds  urethral,  perineal,  or  rectal 
trouble,  he  overlooks  all  above  it.  I  remember  one  such  case 
that  passed  through  the  hands  of  two  prominent  surgeons.  One 
cut  the  bowel  freely,  the  other  the  urethra,  until  no  special  or 
general  surgeon  could  have  corrected  the  mischief  they  had 
done.  In  this  case  I  found  a  sac  of  pus  as  large  as  a  Bweet- 
potato.  The  perineal,  vaginal,  and  urethral  trouble  of  which 
the  woman  was  supposed  to  be  suffering  had  absolutely  nothing 
whatever  to  do  with  her  illness. 

I  am  in  accord  with  everything  that  was  said  in  the  paper,  and 
will  go  a  few  steps  further.  A  few  years  ago  a  distinguished  sur- 
geon criticised  my  remarks  in  Cincinnati.  I  carried  in  my  pocket 
then  a  letter  from  a  physician  in  Ohio,  asking  me  to  operate  upon 
one  of  this  <ame  surgeon's  patients.  He  was  satisfied  that  the 
patient  had  some  serious  pelvic  trouble.  The  patient  had  a  hip- 
joint  apparatus  on  placed  by  my  critic.  It  was  not  hip- joint 
ae  at  all.  After  removing  a  large  pus  tube,  the  hip-joint 
apparatus  was  taken  off  The  woman  i-  now  healthy  and  happy. 
This  gentleman  was  "  astounded  "  at  some  "  sweeping"  remarks 
I  made  on  the  subject  of  pelvic  surgery.  As  I  was  doing  nothing 
else,  I  though  I   had  a   right    to  speak   plainly  in   regard   to  my 
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everyday  work,  and  Bfl  to  the  importance  of  asubjed  with  which 
experience  had  made  me  familiar. 

Allusions  have  beeD  made  regarding  "gestation."  We  have 
all  sorts  of  talk  now  about  gestation, " concealed  pregnancy," 
etc.  I  Bcarcely  understand  what  physicians  mean  by  "  concealed 
pregnancy."  It  means  ignorance  on  the  part  of  the  physician  or 
diagnostician.  I  have  alluded  to  cases  in  which  the  hip-joint 
apparatus  was  taken  off.  I  will  allude  to  one  briefly  that  occurred 
in  Philadelphia.  The  woman  passed  through  the  hands  of  a 
number  of  good  men.  Almost  everything  was  done  that  I  know 
of.  Even  the  jury-mast  was  applied.  The  woman  was  ill  for 
years  with  all  this  machinery  on.  She  was  operated  on,  and  I 
saw  her  a  few  weeks  ago  carrying  a  huge  bundle  from  a  clothing 
house — a  bundle  so  large  that  I  would  scarcely  attempt  to  carry 
it  one  square.  She  is  now  perfectly  healthy  and  vigorous,  and 
supporting  three  children. 

Gynecological  specialists  are  sometimes  subjected  to  unchari- 
table criticism  because  they  have  given  up  the  eye,  the  ear,  the 
nose — in  fact,  general  surgery  and  practice,  at  a  great  sacrifice, 
and  have  devoted  themselves  to  pelvic  or  abdominal  surgery 
alone. 

I  recall  a  case  which  was  in  the  hands  of  one  of  our  most 
prominent  neurologists,  occupying  a  position  in  one  of  our  prom- 
inent hospitals.  He  made  seventy-eight  applications  of  the  cau- 
tery for  sciatica  from  the  knee  to  the  back.  The  woman  was 
finally  sent  to  me  by  a  general  practitioner — a  man  that  usually 
succeeds  in  making  a  diagnosis.  I  removed  a  small  dermoid 
from  the  right  side  about  the  size  of  an  orange,  universally 
adherent  and  suppurating.  The  sciatica  disappeared.  We  are 
all  responsible  more  or  less  for  neglect  and  delay  in  these  cases. 
Cases  of  ectopic  pregnancy  are  quite  common  and  deaths  numer- 
ous. None  of  us  are  willing  to  take  the  arbitrary  position  we 
should.  "When  a  physician  comes  to  me  and  tells  me  that  he 
thinks  he  has  an  ectopic  case,  it  is  my  duty  to  operate  at  the  first 
visit.  We  have  no  right  to  delay  an  operation  twenty-four  or 
thirty-six  hours. 

I  remember  a  case,  important  from  a  medico-legal  standpoint, 
which  I  will  relate  briefly.  I  saw  the  patient  in  consultation.  I 
insisted  upon  her  going  directly  to  a  hospital,  only  two  squares 
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distant  She  went.   I  made  a  special  visit  to  the  hospital  to  order 

preparations  made  for  an  operation,  and  a  few  minutes  after  I  bad 
my  apron  on,  ready  to  operate,  I  received  a  telegram  from  the 
husband  requesting  me  not  to  touch  his  wife.  I  took  my  nurse 
and  anaesthetist,  and  we  went  to  the  patient's  bed.  I  again  ex- 
plained her  condition  to  her  fully,  read  tb  tin  to  her 
carefully,  and  told  her  that  she  was  the  sufferer,  and  that  it  was 
her  life  to  be  saved,  and  not  her  husband's;  that  I  would  leave 
the  matter  to  her;  and  she  said,  "  Doctor,  go  ahead."  I  did,  with 
the  telegram  in  my  pocket  forbidding  me  to  touch  her.  The 
woman  recovered.  I  would  do  it  again  to-morrow  under  kindred 
conditions. 

A  word  in  regard  to  opium.  The  general  practitioner  has 
precisely  the  same  position  that  the  specialist  occupies.  A  dis- 
tinguished surgeon  was  called  to  see  a  case  of  appendicitis.  When 
he  reached  the  patient  he  found  a  number  of  physicians  in  consul- 
tation, the  man  battened  down  with  opium.  He  had  four  half- 
grains  in  twenty-four  hours  ;  was  feeling  happy  and  comfortable, 
and  all  the  symptoms  were  concealed.  There  was  no  possibility 
for  him  to  make  a  diagnosis.  I  refer  to  this  case  a-  a  type  of 
many,  and  to  fortify  Dr.  Westmoreland's  position,  that  in  all 
such  cases,  whether  suppurating  dermoids  or  appendicitis,  it  mat- 
ten  not  what,  if  the  general  practitioner  wants  consultation  he 
should  keep  his  hands  still  until  he  gets  it.  Let  the  physician 
and  surgeon  talk  the  matter  over ;  then  they  will  come  to  some 
wise  conclusion  as  to  what  is  best  to  do.  Do  not  conceal  the 
trouble  with  opium.  Let  the  surgeon  see  the  patient  with  you, 
and  you  will  have  very  many  less  deaths  and  more  surgical 
triumphs. 

Dr.  I.  8.  Stone,  of  Washington,  D.  C. — I  have  two  cas 
mind  to  which  I  wish  to  refer  briefly.     The  paper  of  Dr.  Potter 
shows  how  men  who  are  doing  this  work  may  be  readily  mistaken 
in  arriving  at  conclusions.     The  first  case  I  happen  to  think  of 
was  brought  into  the  hospital  about  two  weeks  ago  with  b 
perature  of  from  li)2'  to  105°.    She  was  a  colored  woman. 
of  course,  as  you  might  easily  imagine,  there  would  be  no  law- 
suit about  her.     But  supposing  she  had  been  a  white  woman  and 
her  husband  a  man  of  influence,  there  might  be  a  different 

of  affairs.      No  motion  6f  the  left  hip  could  be  made  without  wry 
-  Bug  10 
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Bevere  pain.    Thei  the  Bame  time  a  Blight  discharge  of 

pua  from  the  vagina  and  a  Blight  "thickening"  on  the  left  side. 
At  the  consultation  which  took  place  last  Sunday  morning,  Dr. 

Wells,  of  New  York  City,  and  the  entire  .-tail'  of  the  hoc 

present  We  gave  her  an  anaesthetic,  and  found  but  little 
evidence  of  any  pelvic  disease  whatever.  One  of  the  consultants 
sted  that  she  had  gonorrhoea,  and  possibly  gonorrheal 
rheumatism,  but  she  said  positively  that  she  had  the  trouble 
in  the  joint  before  the  discharge  occurred  from  the  uterus.  I 
may  say  in  passing  that  the  uterus  was  three  and  one-half  inches 
in  depth,  and  she  was  told  three  months  before,  when  she  left 
the  lying-in  department  of  the  hospital,  that  she  was  perfectly 
well  following  childbirth,  and  remained  so  until  three  weeks 
before  readmission.  At  the  examination  we  failed  to  detect  any 
abdominal  or  pelvic  trouble  ;  there  was  no  peritonitis.  But  dur- 
ing the  examination,  under  anaesthesia,  there  escaped  from  the 
rectum  a  discharge ;  I  am  not  sure  it  was  pus ;  some  thought  it 
was.  It  may  have  been  from  an  ischio-rectal  abscess,  but  I  am 
not  sure  of  that ;  I  am  unable  to  say  positively  what  it  was.  I 
suppose  that  if  some  lawyer  had  been  present  he  would  have 
witnessed  our  dilemma,  and  there  is  no  telling  what  could  or 
would  have  been  done.  It  is  difficult  for  the  practitioner  in 
such  cases  to  foretell  what  the  result  may  be  or  to  say  what  the 
case  really  is. 

I  wish  to  relate  one  other  case.  A  patient  was  brought  in- 
having  eight  months  since  been  delivered  of  a  child.  The  physi, 
cian  in  attendance  never  made  a  vaginal  examination.  She  had 
a  temperature  of  103°  when  she  came  to  the  hospital,  and  was  in 
extremis.  She  had  been  having  repeated  chills  and  sweats  ever 
since  her  confinement,  and  the  attending  physician  had  told  her 
that  she  had  liver  disease,  malaria,  and  a  number  of  other  symp- 
toms. An  examination  revealed  what  the  trouble  was.  An 
operation  was  done,  the  tubes  and  ovaries  being  scooped  out 
with  great  difficulty.  I  did  not  attempt  to  separate  all  adhe- 
sions, for  she  would  not  have  lived  through  the  operation.  The 
patient  recovered ;  but  suppose  she  had  died  as  a  result  of  my 
surgery,  would  not  the  doctor  be  responsible  for  this?  I  am 
obliged  to  say  he  would.  We  should  not  be  held  responsible  for 
a  death  which  is  plainly  due  to  the  neglect  of  a  former  attendant. 
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We  are  continually  meeting  with  these  neglected  cases,  and  think 
a  physician  of  even  one  year's  experience  should  understand  the 

importance  of  making  a  pelvic  examination  when  he  can  iind  do 
other  cause  for  obscure  Bymptoo 

Dr.  Potter. — The  subject  presented  in  the  paper  that  I  have 
read  to  this  Association  is  a  many-sided  one,  but  as  it  has  pro- 
voked no  adverse  criticisms,  there  is  very  little  occasion  for  me 
to  occupy  valuable  time  with  extended  remarks  in  closing  this 
discussion.  I  should  like  the  privilege,  however,  of  accentuating 
two  or  three  points  that  have  been  developed  during  its  course. 
I  may  remark,  en  passant,  that  the  case  reported  had  in  itself 
less  consequence  than  the  principle  to  which  it  pointed.  One  of 
the  lessons  it  teaches  is  that  in  the  selection  of  counsel,  the  young 
physician  should  be  careful  to  obtain  that  sort  of  aid  which  will 
give  him  the  strongest  support  when  judged  by  the  severest  test 
— the  sort  of  aid  that  wili  stand  against  the  adverse  criticisms  of 
the  meddlesome  public,  and,  most  of  all,  withstand  the  searching 
inquiry  of  the  courts.  In  a  case  of  pneumonia,  a  physician  is 
not  strengthened  by  associating  with  himself  a  dermatologist 
in  a  case  of  fracture,  the  consultant  should  not  be  an  ophthal- 
mologist ;  in  a  case  of  pelvic  disease,  involving  the  female 
organs  of  generation,  a  general  surgeon  has  very  little  place  as 
a  consultant. 

The  fashion  among  younger  physicians  is,  as  a  rule,  to  e 
for  their  favorite  professor  or  teacher  to  consult  with  them  on 
auyand  all  occasions,  no  matter  from  what  disease  or  injury  the 
patient  sutlers.  If  a  greater  degree  of  judgment  was  exercised 
in  the  selection  of  a  consultant,  if  he  were  chosen  by  reason  of 
his  special  fitness  to  deal  with  the  particular  case  in  hand,  less 
harm  would  come  to  the  reputation  of  physicians,  and  greater 
benefit  would  inure  to  patients. 

Another  lesson  that  may  be  learned  from  this  ease  was  most 
pointedly  referred  to  by  Dr.  Westmoreland,  who  uttered  a 
truth  when  he  affirmed,  that  if  a  woman  Buffering  with  pelvic 
and  its  neurotic  complications  should  fall  down,  make  a 
misstep,  or  receive  some  trilling  injury,  she  was  aim* 
attribute  all  her  subsequent  woes  to  the  alleged  injury,  giving 
very  little  credit,  thus,  to  the  preexisting  disease.  Such  a  woman, 
as  Dr.  Westmoreland  has  remarked  in  substance,  easily  becomes 
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the  victim  of  a  designing  lawyer,  who  generally  encourages  her 
to  bring  suit  for  damages  against  anybody  and  everybody  — 
physician,  corporation,  or  municipality — that  can  be  drawn  into 

his  insatiable  maw.  Let  me  add,  that  those  women  who  become 
the  victims  of  nervous  reflexes,  arising  from  pelvic  disease,  are 
to  be  pitied  in  the  extreme.  They  are  more  than  likely  to  ex- 
aggerate all  their  Bymptoms,  are  powerless  to  exercise  self-con- 
trol, obtain  very  little  sympathy  from  their  friends,  and  their 
sufferings  from  the  neurotic  reflexes  are  often  more  painful  to 
witness  than  the  agony  of  disease  itself.  It  is  not,  therefore,  in 
criticism  of  their  complaints  that  I  speak,  but  to  invoke  for  them 
the  kindliest  and  most  patient  consideration. 

The  case  related  by  Dr.  Reed  has  a  very  interesting  medico- 
legal bearing  upon  this  subject.  I  may  mention,  in  concluding 
my  remarks,  that  I  have  heretofore  seen  the  newspaper  clipping 
descriptive  of  the  case  referred  to.  It  was  printed  in  one  of  our 
medical  journals,  and  fell  under  the  eye  of  the  general  counsel 
of  the  Erie  Railway,  who  entered  an  appeal  in  the  case,  as  his 
road  had  been  mulcted  in  damages  for  a  large  sum  in  the  first 
complaint.  I  believe  the  action  taken  led  to  a  stay  of  judgment, 
and  that  a  new  trial  has  been  ordered. 

I  cannot  close  this  discussion  without  commending  Dr.  Price 
for  the  courage  he  displayed  in  the  case  he  mentioned. 


MKDICO-LEGAL  ASPECT  OF   INTESTINAL 
SURGERY. 


By  John  D.  S.  Davis,  M.D. 
Birmingham,  Ala. 


The  peculiarities  of  the  laws  of  this  country  and  the 
position  assumed  by -some  of  the  Less  aggressive  Burgeons, 
and  the  assumed  dogmatism  of  a  few  of  the  legally  comp 
expert  witnesses  in  the  condemnation  of  necessary,  authenti- 
cated, and  well-recognized  surgical  procedures  for  the  restora- 
tion of  intestinal  continuity,  is  a  justifiable  reason  for  the 
presentation  of  this  subject  for  discussion. 

Many  physicians  and  surgeons,  who  condemn  all  mechan- 
ical aids  for  intestinal  repair,  know  not  how  to  use  them,  aud 
never  saw  them  used,  have  been  known  to  go  in  the  witn<  bs- 
box  for  purposes  of  condemnation  and  disapproval,  when  they 
knew  nothing  of  intestinal  surgery  at  all. 

In  ease  of  death  of  the  patient,  the  surgeon  may  be  pro- 
ceeded against  civilly  by  an  action  for  damages,  and  crimi- 
nally by  an  indictment  for  manslaughter.  One  is  no  bar  to 
the  other. 

To  substantiate  a  charge  of  manslaughter,  the  defendant 
must  have  been  guilty  of  criminal  misconduct  arising  either 
from  ignorance  or  criminal  intention  in  the  failure  to  adopt 
the  mean-  settled  by  the  most  competent  surgeons,  and  apply 
-'all,  at  least,  of  which  a  fair  proportion  of  the  surgeons 
of  his  own  locality  are  endowed.  One  or  both  are  necessary 
to  establish  that  criminal  negligence  essential  t<>  make  out  a 
if  manslaughter,     Gross  neglect  and  ignorance  must  be 

shown  to  secure  a  conviction.      At  common  law,  Fields   B 
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u  If  a  physician  or  Burgeon,  or  any  person  assuming  to  be 
such,  by  bis  gross  negligence,  or  gross  ignorance,  or  by  bis 
rashness  or  want  of  proper  caution,  causes  the  death  of  his 
patient,  it  is  manslaughter."     At  criminal  law,  the  provisions 

of  which  are  drawn  from  the  common  law,  ua  person  who,  by 
an  action  of  oegli|  r  misconduct,  in  a  business  or  em- 

ployment in  which  he  is  i  y  any  unlawful  negli- 

or  reckless  act,  i  the  death  of  a  human  being, 

lilty  of  manslaughter  in  the  second  degree." 

With  the  questions  of  law,  and  the  present  lack  of  require- 
ments for  expert  testimony  clearly  in  our  minds,  there  is  no 
avoidance  of  the  fact  that  every  one  of  us  is  in  the  range  of 
the  enemy,  with  the  mercy  of  the  courts  only  for  defence,  and 
without  a  law  in  favor  of  redress.  In  my  own  State  within 
the  past  year  two  physicians,  ex-army  surgeons,  wno  gave 
evidence  that  neither  had  ever  done  a  laparotomy  for  any 
cause,  and  never  saw  one  for  gunshot  or  stab- wound  of  the 
intestines,  testified  that  a  laparotomy,  in  a  case  of  penetrating 
gunshot  wound  causing  death  from  intra-peritoneal  hemor- 
rhage, was  not  justifiable,  and  caused  the  death  of  the  patient. 

The  expert  testimony  in  this  case  was  given  by  the  wit- 
nesses for  the  defendant,  who  was  on  trial  for  murder.  The 
judge  held  that  the  experts  were  competent,  and  upon  their 
testimony  the  jury  was  unable  to  determine  as  to  who  killed 
the  man,  the  physician  or  the  defendant,  and  decided  for  the 
defendant.  The  evidence  in  this  case  is  sufficient,  if  yet 
presented  to  the  grand  jury,  to  secure  an  indictment  of  man- 
slaughter against  the  operating  surgeon. 

In  this  day  of  specialties  in  medicine,  but  few  general  sur- 
geons have  the  opportunity  or  disposition  to  qualify  themselves 
as  expert  operators  in  intestinal  Burgery,  but  many,  to  the  dis- 
credit of  the  profession,  voluntarily  appear  in  the  criminal 
courts  of  the  country  pretending  to  be  such.  It  is  too  often 
that  physicians  and  surgeons  weaken  and  invalidate  their 
opinions  to  a  greater  or  less  degree  by  unscrupulous  interest 
in  behalf  of  those  employing  them,  a  fact  cunningly  turned 
to  advantage  for  defendants  in  criminal  prosecution,  and  for 
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like  reason  may  become  dangerous  to  the  operators  they  op- 
pose and  envy. 

Owing  to  the  advance  so  recently  made  in  intestinal  sur- 

gery,itwill  not  be  difficult  to  map  out  lines  of  safety  in  these 

3sary  operations,  bo  thai  the  surgeon  can  be  protected,  the 

patient  get  the  benefits  an  operation  affords,  and  the  criminal 

will  not  evade  justice. 

To  do  a  laparotomy  for  a  stab-  or  gunshot  wound  of  int.  b- 
tines,  and  be  able  to  evade  civil  and  criminal  liability,  the 
operator  must,  first,  be  able  to  show  evidence  of  ordinary  sur- 
gical knowledge  in  the  requirements  of  the  special  operation  to 
rformed;  second,  he  must  possess  ordinary  surgical  abil- 
ity for  doing  the  special  operation  to  be  performed  ;  third,  he 
must  exereise  ordinary  prudence  in  performing  the  special 
operation  to  be  done;  i'onrth,  he  must  perform  the  special 
operation  in  an  ordinary  skilful  manner.  Hence,  to  prevent 
confusion,  it  will  be  good,  if  possible,  to  determine  what 
constitutes  ordinary  surgical  knowledge,  ability,  prudence, 
and  skill.  Upon  these  depend  the  whole  medico-legal  status 
of  the  intestinal  surgeon,  and  upon  which  the  expert  should 
be  required  to  depend  also.  According  to  the  practices  aad 
rulings  of  courts  in  this  country,  the  word  ordinary,  in  its 
surgical  adject iveness,  means  that  the  surgeon  shall  be  capa- 
ble of  and  exercise  that  surgical  knowledge,  ability,  prudence, 
and  skill  with  which  a  fair  proportion  of  the  surgeon-  of  his 
given  locality  are  endowed,  and  not  that  of  the  highest  lights 
of  his  profession.  Surgeons  living  remote  from  cities  and 
hospitals  will  not  be  expected  to  exercise  that  superior  skill 
attained  by  those  possessed  of  these  advantages.  What  might 
med  ordinary  skill  by  some  courts  in  Alabama  would  be 
considered  ignorance  in  New  York.  To  possess  the  require- 
ments with  which  the  best  surgeons  of  a  given  locality  arc 
endowed  seems  to  be  a  clear  interpretation  of  what  the  courts 
term  "ordinary"  in  its  surgical  sense.  What  I  say  about 
Intestinal  surgery  is  applicable  to  all  cavity  surgery,  and  why 
I  havi  !  this  subject  ford  a  is  because  oi  the  fad 

that  many  procedures  in  intestinal  surgery  have  met  with  such 
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opposition  as  to  arouse  the  suspicion  of  the  laity,  and  delay 
the  advance  in  general  application.  In  view  of  the  mortality 
which  has  attended  intestinal  operations  in  the  hands  <>t'  the 
moat  competent  surgeons,  then  it  need  for  a  justifiable 

.'lition,  on  the  part  of  the  profession,  of  the  necessity  oi 
certain  procedures  in  intestinal  surgery,  and  a  rule  applicable 
and  fixed  as  to  who  is  competent  to  do  such  operations,  and 
what  observations  and  experiences  are  ordinarily  necessary  in 
order  to  attain  competency  in  intestinal  work. 

Laparotomy  for  other  indications  has  become  an  establie 
procedure  from  which  the  laity  docs  not   shrink  ;  and  while 
the  genera]  history  of  laparotomy  for  other  recognizable  ab- 
dominal and  intra-pelvic  operations  may  become  the  history 
for  laparotomy  for  traumatic  injuries  to  the  in1  .  in  its 

medico-legal  significance  there  is  a  vast  difference. 

"In  the  early  history  of  laparotomy,  only  patients  worn 
out  by  disease,  and  constantly  subjected  to  greater  danger  by 
the  pressure  upon  other  intra-abdominal  viscera  were  subjected 
to  operations.  Xot  until  death  stared  the  victim  in  the  face 
would  they  resort  to  surgical  aid.  So  great  was  the  mortality 
of  operations  resorted  to  at  such  unfavorable  times  for  surgical 
interference  that  no  one  would  seek  surgical  aid  until  all  other 
means  of  relief  failed.  But  as  time  passed,  and  the  era  of 
antiseptics  and  cleanliness  came,  so  much  better  results  at- 
tended surgical  interference  that  patients  suffering  from  ab- 
dominal tumors  were  encouraged  to  resort  to  surgical  treat- 
ment before  their  physical  strength  had  given  way,  and  at  a 
time  when  better  results  could  be  attained.  The  mortality  in 
ovarian  or  pelvic  surgery  was  never  so  great  as  that  of  intes- 
tinal surgery,  for  the  reason  that  operation  could  and  was 
always  resorted  to  before  the  patient's  health  had  been  wasted 
by  the  disease,  and  before  the  parts  involved  in  the  operation 
had  undergone  irreparable  changes."  "The  mortality  of  in- 
testinal  operations  will  always  be  great,  because  conditions 
which  cause  the  obstruction  are  often  an  intrinsic  source  of 
danger,"  and  because  of  the  great  traumatism  giving  rise 
to    peritonitis   due   to   escape    of    intestinal   contents;    also, 
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frequently,  existing  peritonitis  from  ruptured  abe 
The  necessity  and  justification  of  intestinal  operations  are 
established  beyond  a  controversy,  and  have  no  part  in  this 
paper.  Thereal  questions  for  discussion,  then, are :  Who -hall 
be  considered  competent  to  <l<>  these  operations,  and  consid<  red 
experts  when  called  upon  to  testify  as  experts  in  avolv- 

ing  questions,  civil  and  criminal,  relating  to  Intestinal  but- 
gery?  These  are  especially  pertinent  in  view  of  the  feet  that 
there  is  no  recognized  standard  of  attainment  prerequisi 
the  title  of  Doctor,  and  all  are  admitted  to  testify  as  experts 
in  a  range  of  cases  involving  questions  of  malpractice  or  sus- 
pected crimes  in  the  whole  range  of  medicine. 

On  account,  then,  of  the  necessity  of  a  peculiar  knowl 
to  be  capable  of  properly  and  truthfully  interpreting  la 
lated  by  the  testimony  for  hypothetical  consideration,  and  its 
essential  elements  of  value  in  relation  to  facts  so  oh-  rved  by 
others,  I  am  constrained  to  say  that  knowledge  and  ability 
for  successful  operations  is  all-important  for  those  who  draw 
conclusions  from  a  hypothetical  case.  A  distinguished  jurist 
said  to  me  just  before  I  left  home,  "Not  until  medical  men 
are  less  influenced  by  popular  sentiments  and  notions  respect- 
ing the  merits  of  any  given  case  upon  which  they  may  he 
called  to  testify,  and  become  honest  enough  to  say,  (Am  not 
well  enough  informed  to  testify/  upon  specialties  about  which 
they  know  nothing,  surgeons  will  ever  stand  in  danger  of 
mischief  from  meddlesome,  dishonest  medical  men." 

The  egotistical  contradiction  so  often  observed  in  the  courts 
by  medical  men,  have  caused  the  courts  and  juries  to  hold  in 
low  estimation  the  testimony  of  medical  men  generally,  and 
lessened  its  influence  to  a  great  extent  in  determining  verdicts, 
and  just  this  fact  makes  the  testimony  of  the  malicious  dan- 
gerous and  to  be  avoided  ;  and,  too,  because  so  many  of  them 
are  members  of  reputable  medical  BOcieties,  prominent  in 
Church  and  State,  and  yet  no  better  than  a  detective-tough, 
willing  to  swear  to  anything  for  money.  Until  the  courts 
demand  and  require  evidence  of  accurate  knowledge  and 
operative   ability  sufficient  to  make  a   physician  competent 
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for  surgical  work  in  this  specialty  before  allowing  them  to 

I   in  the  midst  of  jealous 
operators,  devoid  ..  -  must  be  exceedingly  prudent, 

cautious,  and  conservative,  and  throw  around  th  n; 
the  safeguards  possible. 

The  tesl  of  cross-examination  as  to  qualification,  in  the  ab- 
of  fixed  and  essentia]  requirements  as  t  i  knowledge  and 
ability,  can  scarcely  be  relied  on  to  expose  false  prel  snsions. 
This  being  the  case,  it  requires  no  argument  to  convin 
that  the  testimony  of  the  most  capable  and  experienced,  in- 
formed by  principles  of  accuracy  and  practical  personal  ex- 
perience, might  he  easily  vitiated  and  invalidated  by  the 
dishonest 

I  do  not  think  demands  yet  should  be  made  upon  leg 
tive  bodies  to  enact  laws  to  stay  the  hand  and  close  the  mouth 
of  the  incompetent ;  that  would  be  hurtful  at  this  time,  and 
would  accomplish  nothing.  But  this  body,  if  aroused  to  the 
proper  appreciation  of  the  subject,  can  do  much  to  eliminate 
and  stop  this  professional  sin. 

What,  then,  are  the  medico-legal  requirements,  essentials, 
and  necessities  to  become  an  intestinal  surgeon,  he  who  alone 
has  the  essential  prerequisites  and  requirements  for  expert  tes- 
timony and  operative  success?  He  must  have  had  opportuni- 
ties for  observation  and  personal  experimental  work  upon  the 
living  as  well  as  upon  the  dead,  and  operated  sufficiently,  at 
least  upon  animals,  to  guarantee  a  reasonable  amount  of  ex- 
perimental aptitude,  tact,  and  instinct.  Nothing  less  than 
many  operations  upon  the  living  animal  will  secure  that 
skilful  instinct,  tact,  and  aptitude  necessary  for  success.  Some 
men  will  learn  more,  and  derive  more  valuable,  successful  ex- 
perience in  five  operations  than  others  in  one  hundred.  No 
man  should  attempt  an  intestinal  operation  on  man  until  he 
has  had  the  personal  operative  experience  of  many  - 
operations  on  the  dog,  or  some  other  living  animal.  In  pelvic 
surgery  this  does  not  hold.  The  conditions  resulting  from 
ectopic  gestation  can  only  be  met  and  relieved  first  on  woman, 
and,  with  few  exceptions,  a  woman  has  been  sacrificed  from 
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inexperience  in  the  persona]  work  of  the  majority  of  opera- 
tors. There  is  no  excuse  for  intestinal  operation-  bein 
Learned.  No  man  who  has  not  been  in  the  frequent  habit  of 
operating  upon  the  pelvic  or  abdominal  viscera  should  at- 
tempt an  intestinal  operation  on  man  until  he  has  had  the 
experience  many  given  operations  on  Living  animals  will  afford  ; 
and  then  not  until  he  has  saved  at  least  50  per  cent,  of  his 
cases  in  experimental  operations. 

The  question  when  and  who  should  do,  and  testify  on,  intes- 
tinal surgery  is  one  of  vital  interest  to  the  profession,  a  legal 
question  of  no  doubtful  issue,  and  a  matter  of  the  gn 
concern  to  the  people  as  well. 

The  study  of  the  literature  of  intestinal  surgery  must  con- 
vince every  unprejudiced  mind  that  the  positive  know 
acquired  by  animal  experimentation  does  not  warrant  its  prac- 
ticability in  the  hands  of  the  inexperienced  ;  for  exact  and  prac- 
ticable information,  skilful  manipulation  and  reparation  is 
the  reward  and  result  only  of  personal  and  individual  demon- 
strative experimentation,  the  surgeon  becoming  proficient  only 
through  personal  work  in  operating  on  living  animals.  And, 
too,  I  will  emphasize  that  any  claim  of  qualifications  as  an 
expert  in  the  jurisprudence  of  intestinal  surgery  must  be  based 
upon  the  special  knowledge  derived  from  such  experimental 
training. 

To  meet  with  success  in  cases  of  gunshot  wounds  we  must 
operate  promptly.  The  operation  must  be  done  quickly.  If 
prolonged  to  two  hours  and  a  half  (often  less  time),  the  pa- 
tient will  die  from  exhaustion  in  five  or  six  hours.  There  is 
nothing  more  important  than  to  do  these  intestinal  operations 
rapidly.  No  surgeon  should  go  into  the  abdomen  to  make 
reparation  lor  traumatic  injuries  without  having  a  good  .sup- 
ply of  anastomotic  devices  necessary  to  repair  the  bowel  by 
anastomosis.  I  never  think  of  going  into  the  abdomen  with- 
out having  1  supply  of  my  catgut  plates  <n-  mats  with 
me.  We  cannot  always  be  sure  that  their  use  may  not  be 
imperatively  necessary.  Beneficial  experience  can  only  be 
had    by  operating   on    Living  animal    tissues.     Without 
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experience  no  Hi  in  .the  hands  of  tutor.     Ex- 

cept in  such  rare  emergency  cases,  where  no  experienced  but- 
i  be  had  to  <!<>  the  operation,  the  surg 

a  for  his  d  nor 

should  he  be  spared  by  the  kindly  refuge  of  a  too  often  fond, 
indulgent,  and  trusting  clientele. 

The  time  has  come  for  a  consideration  of  this  evil.  The 
pro  Lould  be  apprised  of  the  danger  of  reckless,  in 

perienced  abdominal  operators.  It  should  be  a  crime  to  make 
these  intestinal  operations  previous  to  experimental  work  on 
living  animals.  I  once  saw  my  brother  remove  in  a 
minutes  a  parovarian  cyst  of  large  size  in  the  presence  of 
a  very  bright  physician  who  dared  to  imitate  him.  The 
operation  by  my  brother  occupied  but  a  few  minutes.  In 
the  hands  of  the  novice  the  operation  lasted  an  hour  and  a 
half,  and  the  patient  died  from  exhaustion. 

Another  illustration  comes  to  my  mind.  A  physician  of 
middle  year- — a  noble  man  and  a  fine  general  surgeon — after 
seeing  a  rapid  operation  for  the  closing  of  four  stab-wounds 
of  the  ileum,  thought  it  easy  enough,  and  killed  his  next 
patient  with  a  one  hour's  search  for  a  perforation  which  did 
not  exist.  He  lacked  that  skill  that  comes  of  actual  work- 
ing experience.  As  good  surgical  aid  could  have  been  had 
in  both  the  above  cases,  both  operators  deserve  the  severest 
condemnation.  A  third  surgeon,  with  ability  and  skill  far 
in  excess  of  the  other  two,  refused  to  operate  in  a  gunshot 
injury  because,  as  he  said,  he  could  gel  a  surgeon  in  whose 
hands  the  life  of  his  patient  was  safer.  That  was  pluck  and 
true  philanthropy.  He  was  placed,  by  worthy  and  unselfish 
devotion,  on  the  altar  of  human  sacrifice  in  person,  name, 
and  ihvd.  He  did  not  fail  to  remember  that  a  human  life 
was  of  paramount  importance  to  his  professional  popularity. 
He  understood  his  incapacities,  and  did  not  operate,  just  as 
he  would  not  have  testified  if  he  had  been  put  on  the  stand. 
He,  as  all  physicians  should  be,  was  thoroughly  imbued  with 
the  spirit  of  philanthropy,  honesty,  and  integrity. 

Let   us   engage   in    inaugurating   a  policy   of  candor   and 
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honesty  for  those  to  whom  we  vouchsafe  Burgical  aid,  o 
one  1  uuul ;  and,  on  the  other,  encourage  a  desire  on  the  part 
of  the  profession  to  imitate  the  glorious  example  of  putting 
duty  before   professional   policy.      And   it  will   require   no 

prophet's   power  to  declare  that  the  outcome  of  such  a  policy 
will    be   the   savin-    of  many  live-   and    a   protection    I 

profession. 

DISCUSSION. 

Dr.  J.  F.  W.  Ross,  of  Toronto,  Canada. — I  do  not  like  to  take 
up  your  time  in  speaking  on  this  subject  at  length,  but  would 
like  to  bring  to  bear  upon  it  a  voice  from  the  far  North — 
Canada. 

A  week  ago  to-day,  I  assisted  one  of  our  best  general  surgeons 
to  do  the  operation  of  gastroenterostomy.  He  invited  me  to  be 
his  assistant,  because  I  had  the  pleasure  of  being  one  of  the 
pioneers  in  our  country  who  followed  my  friend,  Dr.  Davis,  and 
Dr.  N.  Senn,  in  doing  intestinal  surgery  on  dogs.  He  concluded 
that  the  experience  that  I  had  gained  during  these  operations 
would  be  of  service  to  him  in  this  connection,  and,  I  may  say,  it 
was  of  service  to  him,  because  he  would  have  made  errors  that  I 
had  previously  made  on  dogs  had  it  not  been  that  I  was  able  to 
correct  him.  He  was,  of  course,  a  man  who  would  stand  correc- 
tion. I  was  kindly  asked  to  do  a  large  part  of  the  operation.  I 
consider  that  I  learned  much  in  doing  this  operation,  inasmuch 
as  it  was  the  first  gastroenterostomy  with  which  I  have  yet  1>.  en 
connected  on  the  human  being.  The  patient  was  doing  well 
when  I  left  home  to  attend  this  meeting.  I  just  make  ti 
point,  that  unless  one  has  done  intestinal  Burgery  on  dogs  or  the 
dead  subject,  or  has  someone  to  assist  him  who  lias,  he  Bhould 
never  attempt  such  operations  on  human  beings,  because,  un- 
doubtedly, he  will  get  himself  into  a  maze  from  which  he  will 
be  unable  to  extricate  himself.  Ilis  patient  will  die,  and  OUT 
art  will  suffer  in  consequence. 

Dr.  Willis  P.  Westmoreland,  of  Atlanta,  Ga. — This  ; 
is  an  important  one,  and  I  desire  to  discuss  it  briefly  from  the 
standpoint  of  the  _  on.     I  want  to  Bay  at  the  I 

oing  that  I  think  this  kind  of  work  U  entirely  out  ^[   the  pale 
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of  the  general  Burgeon.  It  belongs  to  specialists,  to  men  who 
have  had  experience  in  it,  who  have  first  operated  <»n  dogs  or  the 
cadaver.  The  general  surgeon  should  uot  attempt  such  opera- 
tions, except  in  cases  of  emergency,  or  where  an  immediate 
operation  iry.     Where  there  is  a  possibility  to  wait  for 

some  skilled  man  who  has  made  the  subject  a  special  study,  the 
general  Burgeon  or  physician  should  do  bo.  I  have  never  done 
an  ovariotomy  in  my  life.  I  never  expect  to  do  one.  I  expect 
to  send  every  patient,  where  a  laparotomy  is  necessary,  and  I 
have  time  to  do  so,  to  a  specialist.  When  the  general  surgeon 
realizes  that  fact,  statistics  will  be  materially  reduced  so  far  as 
the  mortality  is  concerned. 

Dr.  Davis,  in  his  paper,  did  not  make  one  point  strong  enough, 
and  that  is  this :  that  wherever  we  have  a  penetrating  wound  of 
the  abdomen — and  I  do  not  care  whether  it  be  a  gunshot  wound,  a 
knife  wound,  or  any  other  variety — a  laparotomy  (call  it  an  ex- 
ploratory incision,  if  you  want  to,)  is  advisable.  I  will  go  fur- 
ther, and  say  that  it  ought  to  be  done.  I  have  not  done  any  of 
this  work,  but  I  have  simply  operated  on  the  cadaver,  and  do  it 
now  frequently  to  keep  my  hand  in  for  emergency  cases,  and  with 
no  idea  of  doing  general  work  of  that  kind.  But  there  are  many 
cases  that  occur  where  we  have  apparently  no  penetration,  and 
yet  the  patient  dies.  Dr.  McGuire  read  a  paper  on  this  subject, 
in  which  he  speaks  of  death  occurring  from  peritonitis  where 
there  was  absolutely  no  penetration  of  any  of  the  organs. 

Another  point  is  the  question  of  hemorrhage  in  a  wound  of 
the  nature  described.  You  cannot  always  tell  whether  the  shock 
is  due  to  penetration  of  the  abdomen  or  to  hemorrhage.  If  you 
wait  until  the  patient  shows  symptoms  that  will  indicate  serious 
hemorrhage,  you  will  frequently  have  him  die  on  the  table  or 
shortly  after  the  operation.  I  think  in  all  cases  where  we  have 
a  penetrating  wound  of  the  abdomen,  a  laparotomy  is  indicated 
whether  we  find  any  injury  there  or  not.  Where  a  laparotomy 
has  been  made,  and  penetrating  wounds  have  not  been  found, 
and  the  cavity  has  been  thoroughly  washed  out,  your  patient 
does  not  have  peritonitis  and  symptoms  of  that  kind,  which  they 
so  frequently  have,  and  die  of,  where  the  abdomen  is  not  opened. 

The  only  two  laparotomies  I  have  made  have  simply  been  done 
as  a  matter  of  emergency,  where  there  was  no  time  to  send  for  a 
specialist.     In  both  of  them  we  found  conditions  that  they  would 
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have  died  from  if  an  operation  had  Dot  been  done.     Both 
recovered.    They  got  well  simply  from  the  fact  that  an  operation 

was  made  immediately  alter  the  reception  of  the  injury.      1  do 
not  believe  in  waiting  for  symptoms  of  Bhock,  hemorrhaj 

anything  else.     If  you  have  got  time  to  send  for  a  special 

so;  if  not,  do  the  best  you  can,  because  if  you  do  not  operate 

and  the   patient  dies,  you  feel  that  your  patient  was  sacrificed 
through  your  lack  of  courage.     If  you  do  your  duty,  every  eon- 
scientious  doctor  in  such  eases  will  support  you  in  a  medico* 
way. 

Dr. George  R.  Dean,  of  Spartansburg,  8.C. — I  wish  to  indorse 
what  Dr.  Westmoreland  has  said.  I  read  a  paper  before  the  South 
Carolina  Medical  Association  last  year,  in  which  1  took  the  same 
position — that  it  was  not  necessary  to  wait  for  symptom-.  1  recall 
a  case  that  died  in  our  town,  where  the  man  had  received  a  gun- 
shot wound,  and  the  doctors  waited  for  symptoms  to  develop. 
They  came  in  twenty-four  hours,  and  in  thirty-six  hours  the  man 
was  dead.  If  we  wait  for  symptoms  to  develop,  we  simply  give 
our  patients  a  chance  to  die.  A  three-inch  incision  will  do  no 
harm,  and  will  often  save  the  life  of  the  patient. 

Dr.  Robert  T.  Morris,  of  New  York  City. — In  regard  to  the 
medico-legal  aspect  of  these  cases,  very  few  of  us  know  ho* 
we  are  protected  by  the  laws  of  our  States.  Very  few  lawyers 
know  that  they  have  no  case  when  beginning  proceedings  against 
us.  It  is  the  duty  of  every  surgeon  who  is  constantly  ex; 
to  suits  of  malpractice,  to  make  himself  familiar  with  decisions 
bearing  on  these  cases.  If  he  tests  the  lawyer  for  the  prosecution 
when  the  suit  is  brought,  he  will  usually  rind  that  that  gentle- 
man is  not  lainiliar  with  the  legal  points  in  the  case.  He  will 
find  that  the  lawyer  expects  to  take  the  case  to  a  lower  court  de- 
pending upon  his  influence  with  the  jury  in  winning  a  sun  for 
damages.  If  the  physician  knows  how  he  is  protected  in  his  own 
State, if  he  can  quote  decisions  to  the  lawyer,  the  prosecution  will 
not  dare  to  go  on  with  the  case.  We  are  very  careless  ae  a  pro- 
fession in  not  knowing  how  we  are  protected  by  our  laws. 

Dr.  Joseph  Price,  of  Philadelphia,  Pa. — A  few  years  ago  a 

New  York  surgeon  condemned  the  operative  treatment  in  these 

and  attempted,  at  least  feebly,  to  fortify  the  non-operative 

treatment.     You  are  all  familiar  with  the  rood  work  done  in  the 
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South,  and  I  wish  to  refresh  your  memory  with  it  briefly  by  re- 
ferring  to  ■  few  typical  caa  -. 

Our  distinguished  chairman,  Dr.  J.  McF.  Gaston,  many  yean 
ago  did  a  Bectdon  for  Btab-wound.     I  herewith  give  hia  briei 
port  of  the  case  : 

••  1  am  satisfied,  from  my  observations  in  a  case  closed  by  me 
with  Bilver  wire  many  years  ago,  that  the  best  result  may  be 
secured  by  precisely  fitting  the  circular  edges  of  the  divided 
canal. 

"In  the  case  referred  to,  which  was  reported  in  the  medical 
literature  of  that  period,  a  man  had  removed  three  pieces,  each 
of  some  ten  inches  in  length,  from  the  small  intestines,  while 
under  the  mental  hallucination  of  delirium  tremens.  When  I 
was  called  to  him,  these  three  fragments  were  lying  on  the  ground. 
They  were  subsequently  preserved  in  the  museum  of  the  medical 
college  at  Charleston,  South  Carolina.  The  free  ends  of  the  in- 
testine dangled  out  of  a  small  aperture  in  the  abdominal  parietes, 
and  only  required  to  be  cut  off  smoothly  and  brought  together  to 
effect  the  continuity  of  the  canal.  After  putting  in  seven  points 
of  the  interrupted  suture  of  silver  wire,  which  left  the  edges 
nicely  fitted  together,  by  twisting  their  ends  while  the  point  of 
junction  was  held  firmly  by  forceps,  and  then  cutting  off  the  wires, 
the  union  of  the  margins  was  accurately  preserved.  It  was  ob- 
served that  when  the  suture  was  completed  and  the  intestine  re- 
leased, it  contracted  into  a  cord-like  form  at  the  circle  of  approx- 
imation, and  continued  in  this  state  until  the  bowel  was  returned 
to  the  abdomen.  The  external  wound  was  also  closed  with  silver 
wire,  and,  as  the  subject  required  an  opiate  on  account  of  his 
general  condition,  he  was  kept  under  its  influence  for  more  than 
a  week.  The  complete  recovery  of  this  case  recommends  the 
treatment  of  similar  accidents  by  the  silver-wire  suture;  and, 
it  may  be  further  stated  that  after  his  death  from  another  cause 
some  years  subsequently,  I  was  told  by  Dr.  Chasal,  of  Charles- 
ton, South  Carolina,  that  he  made  a  post-mortem  examination  of 
the  case,  remarking  that  the  wire  had  disappeared  through  the 
intestinal  canal,  leaving  but  slight  tr  the  site  of  union." 

I  allude  to  this  case  first  in  the  series.  Next  followed  Dr.  W. 
L.  Robinson,  with  one  in  Danville,  Virginia,  in  which  a  wound 
was  inflicted  by  a  tobacco  knife.  He  removed  a  portion  of  the 
colon,  and  the  abdomen  was  laid  open  for  quite  a  length.     The 
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bowel  was  stitched  up  carefully,  and  a  thorough  toilet,  and  the 
patient  lefl  id  the  cabin.    He  recovered.    Mil 
reports  a  case  in  which  tl  cteeo  bullet-holes  made,  and, 

with  careful  closure,  careful  irrigation,  a  complete  y  fol- 

lowed. In  the  Ashville  case,  the  Bectiou  being  done  in  a  box-car, 
there  were  Bis   intestinal  wounds,  which  arefully  cl 

recovery  followed.     Dr.  A.  V.  L.  Brokaw'e  v-  n  or  nine  of 

the  cartilages  severed;  a  stab-wound  nineteen  inches  1 « n  1  lt  ;  open- 
ing chest  and  abdomen,  rapid  and  careful  Burgery  ;  recovery. 

With  regard  to  the  lamented  Goodlow  case,  of  Lexington, 
Kentucky,  a  delay  on  the  part  of  the  surgeon  in  waiting  for  symp- 
toms meant  a  certificate  of  death  the  following  day.  This 
tion  is  classed  among  the  operative.  I  desire  to  place  it  among 
the  delayed  or  non-operative.  Only  a  short  period  of  time  before 
this  accident,  Dr.  David  Barrow,  of  Lexington,  Kentucky,  a  sur- 
geon of  rare  skill  and  judgment,  dealt  very  promptly  with  the 
case  of  a  boy  accidentally  shot  by  a  pistol ;  six  perforations  of 
bowel ;  immediate  closure ;  thorough  toilet  and  drainage ;  recovery. 
I  have  cited  six  cases  belonging  to  the  operative  class — prompt 
surgery  and  recovery  in  all;  one  case  belonging  to  the  delayed 
or  non-operative  class,  with  but  a  single  wound  of  viscera  : 
death.  I  could  easily  cite  many  similar  cases  in  support  of  my 
position.  The  triumphs  at  home  and  abroad  are  with  the  opera- 
tive surgeon. 

We  all  value  the  work  of  Dr.  Davis  and  the  position  he  has 
taken.  I  might  refer  to  the  kidney  case  that  my  brother,  Dr. 
M.  Trice,  operated  on.  A  child,  sixteen  years  old,  was  shot  through 
the  liver  and  kidney.  He  was  summoned  at  midnight,  and  found 
the  child  about  pulseless.  He  opened  her  abdomen,  and  found 
free  hemorrhage  from  the  kidney.  lie  promptly  removed  the 
kidney,  and  drained,  and  the  patient  got  well.  Had  the  child 
died,  in  all  probability  some  of  the  non-operative  surgeons  would 
have  taken  the  case  up  as  an  expert  in  this  branch,  and  caused  a 
suit  for  malpractice. 

Dn.W.  E.  B.  Davis,  of  Rome,  Ga. — Tib  me  embarrass- 

ing points  in  reference  to  the  matter  under  discussion.  It  is  em- 
barrassing for  an  expert  witness  to  testily  in  a  case  where  a  sur- 
geon has  been  operating  and  left  the  intestines  out  for  an  hour 
and  the  patient  dies.  I  have  had  some  experience  in  hearing 
witnesses  testify  in  such   cases.      It  is   not  an   easy  matter  for  an 

li 
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expert  witness  to  testify  in  a  ease  where  be  wants  to  protect  the 
Burgeon,  and  where  the  latter  does  not  deserve  to  be  protected. 

While  Dr.  Sinn  has  done  a  great  work  in  intestinal  surgery, 
I  do  not  consider  bis  gas  test  as  valuable  a  means  of  diagnosis  as 
a  great  many  think.  It  may  reveal  a  perforation,  but  if  it  should 
not,  it  would  be  a  great  risk  to  rely  upon  it  without  opening  the 
abdomen.  Another  thing:  when  the  gas  is  used  to  distend  the 
intestines,  we  increase  the  shock,  and  get  a  condition  which  is 
difficult  to  relieve;  hence  the  gas  test  is  altogether  unsatisfactory. 
Even  if  it  could  be  relied  on  to  show  whether  the  intestine  has 
been  injured  or  not,  we  may  have  other  viscera  injured,  and  we 
would  let  our  patient  die.  An  exploratory  incision  is  not  dan- 
gerous in  careful  hands,  and  there  then  will  be  an  opportunity 
of  arresting  hemorrhage.  The  recent  observations  of  a  number 
of  surgeons  show  that  hemorrhage  is  more  often  the  cause  of 
death  in  these  cases  than  we  had  been  led  to  believe.  The  in- 
testine is  not  perforated  as  often  as  is  taught  in  the  books. 

In  reference  to  delay  in  these  operations,  it  is  very  dangerous 
to  call  a  general  practitioner  in  consultation  in  penetrating  wounds 
of  the  abdomen.  He  will  caution  delay;  he  will  say,  "Let  us 
wait  a  little  while."  If  you  operate  against  his  will,  you  may 
subject  yourself  to  criticism.  If  you  lose  your  patient  you  will 
be  blamed.  It  is  not  a  matter  of  being  convicted  in  the  courts, 
but  a  man  does  not  want  to  be  harassed  and  criticised  ;  he  does 
not  want  public  sentiment  aroused  against  him. 

Dr.  Senn's  book  was  recently  introduced  in  court  as  testimony 
in  a  case  in  Alabama,  and  the  surgeon  who  failed  to  use  his  gas 
test  was  placed  before  the  public  at  a  great  disadvantage.  There- 
fore a  discussion  of  this  subject  by  good  men  will  materially  help 
those  who  are  performing  these  operations.  If  the  Transactions 
of  this  Association,  concerning  such  a  subject,  are  presented  in 
court,  they  will  have  much  to  do  toward  justifying  men  in  re- 
sorting to  early  operative  interference.  I  have  seen  quite  a  num- 
ber of  cases  from  time  to  time  whose  lives  could  have  been  saved 
had  they  been  operated  upon  early.  If  we  desire  to  save  the 
lives  of  our  patients,  we  must  operate  at  once.  I  have  seen  an 
extensive  inflammation  of  the  peritoneum  in  a  great  many  of 
these  cases  after  twelve,  twenty-four,  and  thirty-six  hours.  I 
agree  with  Dr.  Ross,  that  it  is  unjustifiable  for  any  man  to  go  into 
the  abdomen  who  has  not  had  the  benefits  of  experimentation  on 
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animals.  He  should  learn  how  to  do  intestinal  operation!  upon 
animals,  and  become  familiar  with  the  technique  before,  attempt- 
ing to  do  them  on  human  beings. 

Dr.  George  A.  Baxter,  of  Chattanooga,  Tenn. — I  declare 
myself  positively  in  favor  of  early  operation  in  t!  66,  but 

I  want  to  relate  a  case  such  as  will  be  and  is  used  as  an  argument 
against  it.  A  gun  specially  loaded  for  the  object  was  discharged 
at  a  distance  of  less  than  twenty  feet,  and  one  negro  had  shot 
another  in  the  back,  seventeen  balls  by  actual  count  entering  the 
right  kidney.  One  of  them  was  detected  underneath  the  skin, 
further  around  to  the  right  'side ;  and  one,  evidently  striking 
some  portion  of  the  spinal  column,  was  detected  in  the  clothes. 
Fifteen  balls,  however,  could  not  be  found  by  those  gentlemen 
first  having  the  case  in  charge.  The  man  came  under  my  care 
six  days  after  the  injury,  with  no  indication  of  peritonitis;  but 
he  had  at  that  time  an  enormously  enlarged  liver  and  stomach. 
He  had  had  haemoptysis  more  or  less  since  the  injury,  and  the 
symptom  that  brought  me  into  the  case  was  hiccough,  which 
lasted  six  days.  Now,  gentlemen,  I  did  not  probe  for  these  balls. 
I  did  not  operate,  since  what  mischief  was  to  accrue  had  done  so 
already,  and  an  operation  could  accomplish  nothing  at  that  late 
date.  This  negro  had,  however,  I  am  persuaded,  perforation  of 
stomach,  liver,  and  diaphragm.  That  negro  got  well,  and  is  a 
perfectly  well  man  to-day  after  two  months'  sickness.  At  no 
time  has  he  had  a  temperature  above  IOO20.  He  has  had  con- 
tinuous vomiting  of  bile  for  nearly  three  weeks,  and  he  had  a 
little  discharge  of  blood  occasionally  for  a  month  from  his 
stomach.     The  hiccough  gradually  subsided  only  after  six  days. 

These  are  the  kind  of  cases  that  will  be  urged  against  opera- 
tive interference.  It  is  this  occasional  getting  well  in  spite  of 
neglect  of  scientific  procedure  that  makes  these  cases  have  a 
seeming  weight  as  against  operative  action  ;  but  I  desire  to  place 
myself  on  record  as  being  in  favor  of  early  operation. 

Dr.  Davis. — I  feel  grateful  for  the  discus-ion  that  my  paper 
has  brought  out.  There  is  little  conflict  of  opinion  except  in 
the  case  of  one  or  two  speakers.  1  will  confine  myself  firsl  to 
the  criticism  made  by  my  brother,  Dr.  W.  K.  B.  Davis.  In 
introducing  the  case  that  Dr.  B.  operated  on,  it  was  simply  done 
to  illustrate  the  incompetency  of  expert  testimony  only,  and  not. 
the  failure  in  the  operation. 
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A-  to  Dr.  Morris'fl   remarks  with  regard  to  our  protection,  we 
have  none  whatever  either  in  New  York  or  any  other  State  that 
I  have  been  able  to  find.    We  have  the  safeguards  of  a  charitable 
-ion,  but  nothing  in  the  way  of  a  law  that  will  give  us  pro- 
tection, or  even  afford  us  an  opportunity  for  redress. 


HAM)  DISINFECTION. 


Bf  Howard  A.  Killy,  M.I>. 


SEPSIS  is  a  technical  term  designating  an  intoxication 
proceeding  from  necrobiosis,  or  destruction  of  the  minuter 
elements  of  the  tissues. 

The  recognition  of  the  direct  dependence  of  Buch  destruc- 
tive changes  upon  the  action  of  microorganisms  is  now  the 
very  alphabet  of  the  bacteriological  laboratory,  and  the  key- 
stone of  all  recent  advances  in  pathology.  The  occurrence  of 
sepsis  in  the  human  body  is  also  acknowledged  by  every  sur- 
geon who  employs  the  terms  "antisepsis"  and  "asepsis,"  and 
I  know  of  no  educated  medical  man  to-day  who  does  not  in- 
clude them  in  his  vocabulary. 

Suppuration  is  but  one  of  the  phenomena  (conservative)  at- 
tending the  efforts  of  certain  definite  forms  of  germs  to  invade 
the  tissues.     The  common  germs  of  suppurative  wounds  are 
the  staphylococcus  pyogenes  aureus,  the  staphylococcus  pyo- 
■  albus,  and  the  streptococcus  j>: 

Prevent  the  invasion  of  these  germs  and  you   prevent  the 
sity  for  suppuration ;  the  magnitude  of  that  statement  I 
need  not  discuss   in  the  presence  of  a   body  of  eminent  prac- 
tical suiy- 

DisinfectUm  is  any  means  put  in  action  for  the  removal  ol- 
dest ruction  of  these  pathogenic  germs. 

Disinfection  of  instruments  and  dressings  by  means  of 
steam,  and  that  by  Arnold's  steam  sterilizer,  as  tested  and  in- 
troduced by  the  Johns  Hopkins  Hospital,  absolutely  frees  our 
armamentarium  from  this  living  danger. 
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Bui  two  important  avenues  of  infection  remain — the  ham/Ok 

of  tfi>  i    which    may  oODtaminate   the   wound,   and    the 

patient's  own  hodji  (auto-inoculation  or  auto-infection). 

My  recent  investigations  have  led  me  t<>  important  conclu- 
sions relative  to  both  of  these  sources  of  infection.    To-day  I 

.shall  sjxak  only  of  the  former. 

I  will  present  my  thesis  in  a  »  riea  of  postulates,  which  will 
be  defended  by  a  parallel  series  of  crucial  experiments,1  which 

consist  in  cultures  taken  from  the  hands  both  before  and  after 
usin<r  the  various  disinfe  -tin-  agents. 

The  method  of  making  these  cultures  is  as  follow-  : 
A  steel  blade  is  brought  to  white  heat  and  then  allowed  to 
cool ;  with  this  a  little  visible  amount  of  the  epidermis  is 
scraped  from  the  palmar  surface  of  the  hand,  or  some  of  the 
tissue  from  under  the  nail.  The  platinum  wire,  mounted  in 
a  glass  handle  and  used  for  inoculating  the  tubes,  is  heated 
white  hot,  allowed  to  eool,  and  by  means  of  it  the  material  on 
the  knife-blade  is  transferred  to  the  culture  medium.  The 
test-tube,  containing  sterilized  gelatin  or  agar-agar  culture 
medium,  is  held  obliquely  as  the  cotton  plug  is  carefully  with- 
drawn and  the  gelatin  or  agar  stabbed  with  the  inoculated 
platinum  needle,  when  the  plug  is  at  once  replaced.  To  dis- 
cern the  separate  colonies  the  better,  the  agar  is  liquefe 
heat  and  cooled  by  rolling  it  almost  horizontally  on  a  block 
of  ice.  In  this  way  the  germs  are  widely  distributed  over  a 
thin  layer  and  "  roll  cultures"  are  obtained. 

I.  The  presence  of  germs  on  the  hands.  The  staphylococcus 
pyogenes  albus,  and  sometimes  the  aureus,  are  present  in  enor- 
mous numbers  on  the  hands  and  about  the  nails  of  every  in- 
dividual associated  with  medical  work  in  this  community. 
This  is  demonstrated  by  all  the  experiments  I  have  con- 
ducted. 

II.  The  inadequacy  of  soap  and  water  to  remove  all  g< 
The  ordinary  practice  of  washing  the  bands  thoroughly  for 

1  I  acknowledge  with  pleasure  my  indebtedness  t<>  my  co-workers,  Drs. 
Hunter  Robb  and  Albert  A.  Ghriskey,  gynecological  resident  and  gynecologi- 
cal assistant  in  the  Johns  Hopkins  Hospital. 
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from  five  to  twenty-five  minutes  with  soap  and  water  and  a 
scrubbing-brush,  is  utterly  inadequate  to  remove  all  the  germs. 

The  value  of  Buch  a  procedure  lies  in  the  fact  that  it  con- 
stitutes the  best  form  of  mechanical  disinfection,  removing  all 
easily  detachable  epithelial  and  subungual  debris  loaded  with 
germs,  thus  reducing  the  chances  of  conveying  infection  to 
those  more  firmly  seated. 

Sixty-five  experiments  were  mad.' with  doctors  who  scrubbed 
their  hands  ad  libitum  (ten  to  twenty-live  minutes)  with 
strong  brown  soap  and  hot  water,  frequently  changed. 

Eleven  of  these  were  outside  of  the  gynecological  staff, 
and  some  who  came  from  a  distance  felt  quite  sure  of  their 
ability  to  secure  aseptic  hands  with  soap  and  water  alone.  In 
every  instance  of  the  eleven,  myriads  of  coccal  colonies  devel- 
oped. 

In  the  remaining  fifty-four  cultures,  taken  from  my  gyne- 
cological  assistants  and  myself,  all  but  nine  yielded  numerous 
colonies.  These  nine  are  mentioned  for  accuracy's  sake;  they 
are  to  he  explained  by  the  inhibiting  power  of  bichloride  of 
mercury  \\>vd  as  far  hack  as  the  day  previous,  as  will  he 
shown  further  on. 

In  seven  additional  experiments  with  nurses  scrubbing 
their  hands  with  soap  and  water,  temperature  40°  C,  for  ten 
minutes,  the  results  were  all  positive,  developing  from  40  to 
600  and  inestimable  colonies  of  staphylococcus  cJbus  and  a 
few  of  aureus. 

In  each  instance  it  was  known  that  the  test  was  about  to 
be  made,  and  all  endeavored  by  unusually  vigorous  efforts  to 
earn  the  credit  of  "  no  growth." 

Here  are  the  test-tubes  graphically  showing  the  result 
two  of  these  experiments,  literally  studded  with   myriad-  of 
coloni 

III.  Bichloride  of  m,  rcurtf  solutions  as  strong  as  1  :  "><  N I 
not  germicidal  after  immersion  of  the  hands   for  two  to  live 
minutes.     The  mercuric  salt  acts  either  by  mechanically  ooat- 

1  Merck's  recrystall 


168  HAND  DISINFECTION. 

Log  or  chemically  combining  with  -  of  the  a 

thus  only  inhil  "•///  until  the  Bali  i>  precipitated 

or  removed. 

-  I  have  repeatedly  shown  to  be  true,  following  both 
dinary  practice  <»t  immersion  of  the  hands  from  two  to 
five  minutes  in  1  :500  and  1  :1000  solutions,  after  a  prelimi- 
nary washing  for  ten  minutes  with  soap  and  water,  ami  again 
after  carefully  following  ont  Furbringer's  method,  no 
generally  adopted. 

latter  method  was  distinctly  shown  to  he  Inefficient  in 
every  instance.     It  Js  briefly  the  follow 

thod. 

1.  Clean  the  nails  with  a  point' 

2.  S  rub  the  h:  scially  the  m  minute  with 
soap  and  hot  water  and  a                 I  brush. 

3.  Immerse  the  hands  in  alcohol  (not  under  80  per  cent.) 
for  one  minute;  immediately  transfer  hands  still  wet  with  the 
alcohol  to — 

4.  A    freshly   prepared   solution   of    mercuric    bichloride 
0  for  one  minute,  whi  are  supposed  to  hi-  sterile. 

Here  is  the  test  :  I  exhibit  in  my  hand  four  t;  wing 

cultures   which    failed    to   develop   alter   si  :    by  this 

method,  illusively  showing  an  apparent  sterility.     But  here, 
on  the  other  hand,  are  the  cultures  taken  from  the  same  G 

inium  sul- 
phide solution,  and  these  show 

These  particular  experiments  were  made  in  the  ordinary 
manner  last  Saturday,  and        .         -  >u,  hut  types  of  the 

uniform  results. 

It  is  a  remarkable  f:'  practical  importance,  that 

this  inhibiting  hloride  holds  over  for  twenty- 

four  hours.     In   two  in.-tanees  of  men  who  had  been  away 
from  the  hospital  for  from   four  t<»  six  weeks,  the  ammonium 
sulphide  produced  the  characteristic  dark  .-tain  on  the  fij 
Here  is  the  error  which  explain-  the  nine  negative  results  in 
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the  hands  of  my  staff,  after  simple  soap-and-water  cleansing. 
We  did  not  then  know  of  this  property  of  the  Bublima 

Four  experiments  were  also  made  with  a  4  per  cent,  solu- 
tion of  lysol — all  yielded  colonies. 

Three  experiments  with  peroxide  of  hydrogen  also  fur- 
nished abundant  colon 

IV.  Solutions  of  potassiwm  permanganait  and  oxalic  acid 
st  germicides.  My  experiments  have  demonstrated  that 
the  permanganate  of  potash  applied  to  the  hands  in  saturated 
solution,  and  then  decolorized  by  a  saturated  solution  of  ox- 
alic acid,  is  the  most  efficient  germicide  in  our  possession. 

I  have  followed  this  practice  in  all  my  abdominal  opera- 
tions for  over  two  years,  and  I  her*'  present  the  scientific 
grounds  for  rehabilitating  this  old  and  well-known  disinfec- 
tant in  this  particular  field.  My  method  of  disinfection,  cited 
by  Professor  Welch  in  the  American  J  /'  the  Medical 

Sciences,  November,  1891,  page  439,  is — 

1.  Scrubbing  the  hands,  with  especial  attention  to  the  nails 
(which  are  not    more  than   one   millimetre  long),  for  ten  min- 

•l  water,  frequently  changed,  at  about  40°  ( !.  (104°  F.). 
A  sterilized  brush  must  be  used. 

2.  Immersion  of  the  hands  in  a  solution  of  permanganate 
of  potash,  made  by  adding  an  excess  of  the  salt  to  boiling 
distilled  water,1  until  every  part  of  the  hands  and  lower  fore- 
arms  are  stained  a  deep  mahogany  red  or  almost  black  color. 
They  are  then  transferred  at  once  to  a  saturated  solution  of 
oxalic  acid  until  completely  decolorized,  leaving  a  healthy 
pink  color.  The  deoolorization  is  accompanied  by  a  senfi 
warmth' due  to  chemical  reaction,  and  sharp 

is  any  abrasion  of  the  epidermis. 

3. 'Cleansing  the  hands  in  warm  sterilized  water. 

By  this  simple  process  the  hands  are  rendered  more  nearly 
absolutely  aseptic  than  by  any  other  known  means. 

In  fifty  of  these  experim  aits,  forty-four  remained  without 
growth;  the  remaining-  six  yielded  respectively  eighty,  twenty, 

1  Col<l  water  takes  up  5  per  cent.,  boiling  wtAA  ;it. 
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ten,  nine,  five,  and  foor  ooloniea — an  enormous  quantitative 
difference  in  favor  of  permanganate  of  potash  and  oxalic 
acid,  a<  contrasted  with  soap  and  water  and  corrosive  subli- 
mate. 

In  conclusion,  let  me  briefly  recapitulate  the  gist  of  this 
most  important  matter : 

1.  Staphylococci  (mostly  alhus)  were  present  on  the  hands 
of  all  persons  examined. 

2.  It  is  impossible  to  get  rid  of  these  staphylococci  by 
scrubbing  the  hands  and  nails  from  ten  to  twenty-five  min- 
utes with  a  sterilized  brush,  soap  and  water,  temperature 
40°  C.  (104°  F.). 

Demonstrated  by  countless  colonies  developed  in  100 
per  cent,  of  cases  examined — nurses  and  doctors  whose  hands 
were  infrequently  or  not  at  all  immersed  in  bichloride  solu- 
tions. 

3.  The  bichloride  of  mercury  solutions  as  used,  up  to 
1  :  500,  are  not  germicidal. 

a.  Previous  erroneous  conclusions  as  to  the  efficiency  of 
the  bichloride  shown  to  be  due  to  an  inhibiting  action  which 
may  persist  at  least  twenty -four  hours  after  the  last  use  of  the 
drug. 

b.  Precipitation  of  the  bichloride  on  the  fingers  with  a 
sterile  ammonium  hydrosulphuret  solution  yields  numerous 
colonies,  after  complete  failure  to  develop  before  precipitat- 
ing. 

c.  This  statement  holds  good  also  of  Fiirbringer's  method, 
which  failed  to  show  germicidal  properties  in  a  single  in- 
stance. 

d.  Hydrogen  peroxide  and  lysol  (4  per  cent.)  were  tested 
and  found  valueless  in  this  connection. 

4.  The  germicidal  properties  of  a  solution  of  potassium 
permanganate  (saturated  in  boiling  water),  followed  by  its 
neutralization  in  a  solution  of  oxalic  acid  (saturated  in  boil- 
ing water),  supported  by — 

a.  Large  number  of  experiments   in  which   no  colonies  at 
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all  developed,  immediately  after  the  demonstration  of  count- 
less colonies  after  soap  and  water. 

b.  In  the  small  percentage  of  cases  in  which  germs  devel- 
oped, the  Dumber  of  colonies  was  small  and  definite. 

In  the  present  state  of  our  bacteriological  knowledge  as  to 
the  causes  of  inflammation  and  suppuration,  we  must  use 
every  means  in  our  power  to  avoid  sow  inn.  any  unn  < 
germs  in  our  wounds.  Soap  and  water  are,  I  believe,  the  best 
single  disinfectants,  for  they  remove  all  germs  which  will  come 
away  easily.  The  bichloride  of  mercury,  although  dangerous 
on  wounds  ou  account  of  its  coagulation  and  necrotic  prop- 
erties, has  the  valuable  property  of  inhibiting  such  germs 
as  it  comes  in  contact  with.  Permanganate  of  potash  and 
oxalic  acid  are  harmless  as  used  on  the  hands,  and  are  germi- 
cidal. Therefore,  soap  and  water,  plus  the  permanganate  of 
potash,  are  the  best  disinfectants  weposf 

DISCUSSION. 

Dr.  J.  F.  AV.  Ross,  of  Toronto,  Canada. — I  beg  to  differ  from 
Dr.  Kelly.  Formerly  we  had  air  to  be  avoided  in  our  operations. 
Now  the  epidermis  of  the  hand  seems  to  be  the  offending  part. 
Physicians  a  few  years  ago  were  just  as  enthusiastic  over  the  spray 
as  the  present  enthusiasts  are  over  cleansing  the  hands.  It  shows 
that  there  is  something  wrong  in  the  theories  advanced  by  bac- 
teriologists— something  overlooked — because  those  of  us  who  do 
not  carry  out  this  or  use  the  spray,  get  as  good  results  as  those 
who  do.  Many  surgeons  go  too  far  in  this,  just  as  they  did  with 
the  theory  of  the  absence  of  air.  My  own  experience  in  a  general 
hospital  has  been  this:  Previously  the  operating-room  was  disin- 
fected with  a  bichloride  solution  ;  the  nurses  and  assistants  went 
through  the  process  of  disinfection,  and  the  patient  was  disinfected 
twenty-four  hours  before  the  operation.  Now,  many  of  these 
details  have  been  done  away  with  by  myself,  and  with  as  ur<>od,  if 
not  better  results.  It  is  understood,  as  a  matter  of  course,  that 
the  operator  and  nurses  are  clean. 

Within  the  pant  summer  I  have  operated  on  twenty-one 
— several   of  them  desperate  cases  of   pyosalpinx — in   the  open 
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amphitheatre  of  our  general  hospital,  with  only  one  death.  I 
used  do  drainage-tube,  and  did  uol  wash  oul  in  that  case,  and  I 
attribute  death  to  that  fact.  Where  we  as  Burgeons  wash  our 
hands  carefully,  but  do  not  go  t<>  the  extreme  methods  of  others, 
I  believe  our  results  clinically  compare  very  favorably  with  theirs. 
We  have  the  clinical  result-  s,  hence  I  consider  that  there 

must  be  some  protecting  agency  to  the  human  system  from  the 
inroad-  of  bacteria.  I  think  we  have  gone  as  tar  as  we  need 
when  we  carefully  wash  our  hands  with  soap  and  water  and  the 
bichloride  solution.  I  think  there  is  danger  of  overreaching  the 
mark  in  resorting  to  such  method-  as  Dr.  Kelly  has  outlined. 

Dr.  A.  H.  BuCKMASTER,  of  New  York  City. — I  cannot  refrain 
from  commending  Dr.  Kelly's  work.  The  disinfection  of  the 
hands  is  one  of  the  difficult  problems  in  the  consideration  of 
keeping  clean.  Dr.  Welch  has  shown  us  the  impossibility  of 
absolutely  making  the  hands  sterile.  No  matter  what  the  steril- 
izing agent  may  be,  we  have  what  Dr.  Welch  calls  the  staphylo- 
coccus albus  epidermicus,  which  is  capable  under  certain  circum- 
stances of  causing  most  serious  mischief. 

I  think  the  gentlemen  who  are  carrying  on  this  work  of  im- 
proving our  knowledge  should  not  be  obstructed.  We  should 
not  throw  sand  in  the  machinery  of  their  progress,  because  we 
must  bear  in  mind  that  the  methods  we  have  to-day,  though  care- 
fully carried  out,  are  faulty.  If  we  draw  conclusions  from  the 
use  of  bichloride  of  mercury  we  are  in  error,  for  it  has  been 
shown  that  there  are  certain  conditions  present  with  its  use  here- 
tofore unknown.  The  gentlemen  who  are  carrying  on  such  in- 
vestigations should  have  fair-play  for  a  time  to  fully  draw  their 
conclusions;  then  if  wrong,  they  will  find  them  wrong. 

Dr.  Henry  O.  Marcy,  of  Boston,  Mass. — Mr.  President,  I 
can  hardly  remain  quiet  after  listening  to  Dr.  Kelly's  paper  and 
the  criticisms  on  it.  We  all  agree  that  there  are  two  factors  in 
reference  to  surgery  with  which  we  have  to  contend,  and  we  may 
subdivide  them  in  this  way :  First,  the  soil ;  second,  the  seed. 
My  friend,  Dr.  Ross,  is  considering  the  subject  in  a  complex  way. 
We  do  not  desire,  as  surgeons,  that  seeds  shall  be  planted  even  in 
a  well-vitalized  soil,  no  matter  how  resistant  it  may  be  to  their 
development.  The  demonstration  that  Dr.  Kelly  has  given  us 
is  an  advance  in  the  right  direction  ;  it  will  lead  us  to  be  more 
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careful  in  the  manner  of  warding  off  infection.  It  La  essentia] 
thai  everything  should  be  kept  as  clean  as  possible— the  operating 
wound,  the  surroundings,  instruments,  nurses,  and  especially  the 
surgeon  himself.  What  part  of  the  Burgeon  is  so  likely  to  be 
dangerous  as  the  very  hand  with  which  he  make.-  his  manipula- 
tion ? 

Dr.  Kelly  does  not  believe  that  the  bichloride  of  mercury  has 
been  found  of  no,  or  even  of  slight  value,  but  that  it  may  not 
destroy  the  micrococci  which  especially  have  their  habitat  in  the 
epithelium  of  the  skin,  and  which  may  be  planted  in  a  wound. 
Dr.  Kelly  should  receive  our  congratulations  for  the  work  he  has 
done  in  this  direction.  It  goes  without  discussion,  that  we  do 
not  and  cannot  have  suppuration  without  infection  ;  and  if  this 
is  true,  it  should  lead  us  to  be  very  much  more  careful  in  pre- 
venting suppurative  wounds  and  insuring  primary  union,  which 
is  the  ideal  in  surgery  that  we  all  have  a  strong  desire  to 
attain. 

Dr.  W.  E.  B.  Davis,  of  Home,  Georgia. — I  think  the  argument 
which  some  abdominal  surgeons  use  against  the  danger  of  germs, 
arises  from  the  fact  that  they  lose  sight  of  the  great  power  of  the 
peritoneum  to  take  up  and  destroy  germs,  which  accounts  for  our 
being  able  to  report  so  many  successful  cases  in  this  line  of  work 
without  antiseptics.  This  paper  is  a  step  in  the  right  direction. 
Dr.  Kelly  is  doing  good  work.  I  think  abdominal  surgeons  often 
make  a  mistake  in  decrying  antisepsis  and  the  germ  theory  in 
reference  to  surgical  troubles,  and  in  not  drawing  a  distinction 
between  general  surgery  and  abdominal  surgery.  I  have  not 
been  accustomed  to  using  antiseptic  solutions  in  abdominal  surgery 
except  for  the  preparation  of  the  part  to  be  operated  on,  the 
hands  of  the  operator,  dressings,  etc.,  but  I  believe  it  is  nec< 
for  us  to  use  them  in  general  surgery. 

Dr.  George  J.  Engelmaxn,  of  St.  Louis,  Mo. — The  essayist 
ated  facts  which  are  of  the  greatest  interest,  and  which  we 
must  accept  as  facts  and  factors  to  be  recognized  in  our  work,  but 
it  would  be  well  if  we  view  the  question  in  its  practical  light,  and 
I  ask  for  information.     Is  it  not  probable  that  tin  j  main- 

ing  after  such  thorough  cleansing  are  practically  harmless,  in  a 
dormant  OT  Less  active  state,  such  as  we  tind  them  in  the  uterus 
and  in  the  vagina  under  apparently  normal,  Don-febrile  condi- 
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tions?  Again,  is  the  band  after  this  thorough  cleansing  with 
snap  and  water  not  BO  live  from  infectious  material  that,  when 
entering  the  abdominal  cavity,  it  is  practically  aseptic,  and  there 
is  little  or  no  danger  of  contamination?  After  such  cleans- 
ing of  the  hands  there  are  no  genus  remaining  in  an  inactive, 
dormant  state  in  the  healthy  tissue  of  the  hand.  And,  secondly, 
those  not  reached  by  the  brash  are  perhaps  so  deeply  imbedded 
that  they  remain  in  the  tissue  and  are  not  likely  to  be  cast  into 
the  abdominal  cavity  by  the  operator.  In  brief,  although  it  is 
proven  that  the  most  careful  scrubbing  of  the  hand  does  not 
suffice  to  remove  all  elements  of  danger  theoretically,  have  we 
not  practically  closed  the  doors  of  the  probability  of  infection? 
These  are  practical  questions  which,  I  trust,  the  able  essayist  will 
answer  favorably,  that  our  confidence  may  not  be  shaken. 

Dr.  George  A.  Baxter,  of  Chattanooga,  Tenn. — I  would 
like  Dr.  Kelly  to  carry  his  experimental  work  further  and  direct 
his  investigations  in  a  little  different  line,  viz.,  the  absolute  steril- 
ization of  a  contused  lacerated  wound  of  the  hand  as  it  occurs 
in  machinery  and  railroad  injuries,  where  we  have  grease  and  tar 
ground  into  it,  the  tissues  more  or  less  pulpified,  where  the  case 
actually  depends  on  conservative  measures  for  the  preservation 
of  each  small  fragment  of  a  finger  or  thumb  to  restore  the  use- 
fulness of  the  member.  I  wTould  like  him  to  devise  some  means 
that  will  absolutely  sterilize  such  parts,  and  if  he  can  do  so,  it 
will  be  the  means  of  saving  numerous  limbs  that  are  to-day 
sacrificed,  and  cannot  be  made  aseptic  under  the  conditions  and 
means  we  have  at  our  command  at  present. 

Dr.  Kelly. — I  will  answer  Dr.  Engelmann  by  putting  the 
matter  before  you  in  its  practical  bearing.  The  staphylococcus 
pyogenes  albus  is  the  same  organism  we  find  under  other  condi- 
tions. Dr.  Welch  has  called  it,  when  found  in  the  epidermis  of 
the  hand,  the  staphylococcus  albus  epidermicus,  because  it  is  here 
less  active  and  less  virulent.  The  sepsis  which  contaminates  the 
abdominal  wound  and  the  pelvic  cavity  is  from  this  source  or 
from  intra-abdominal  sources,  and  therefore  in  the  vast  majority 
of  cases  is  by  auto-inoculation. 

The  experiments  I  have  just  detailed  show  that  the  skin  of  the 
hand  carries  the  staphylococcus  albus  in  abundance. 

When  a  drainage-tube  is  left  in  the  abdomen  for  two  or  three 
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days  you  will  find  at  the  bottom  of  the  tube  numerous  colonic  s 
of  the  staphylococcus  albus  and  sometimes  the  staphylococcus 
aureus. 

The  presence  of  the  staphylococci  does  not  always  necessarily 
produce  abscess  or  suppuration. 

There  is  a  vast  amount  of  work  still  to  be  done  in  this  line. 
Our  present  methods  of  disinfection  of  the  hands  are  certainly 
incomplete.  We  are  bound  to  adopt  that  which  most  completely 
eliminates  the  germ. 

I  cannot  answer  Dr.  Baxter  as  to  the  absolute  sterilization  of 
a  contused  lacerated  wound  of  the  hand — that  is  completely  out 
of  my  line. 


THE   PEDICLE    IX    BYSTERECTOMY :    HOW 

FORMED;     ITS    SUBSEQUENT 

BEHAVIOR;  ITS  FINAL 

CONDITION. 


By  I.  S.  Stone,  M.D., 
Washington,  D.  C. 


Tins  subject  may  be  discussed  at  the  preseut  time  with 
interest,  as  there  is  without  doubt  a  revival  of  interest  in  the 
operation  of  supra-vaginal  hysterectomy  and  a  growing  de- 
mand for  its  peformance.  We  note,  in  proof  of  this  declara- 
tion, the  improved  statistics  which  are  now  far  better  than 
ovariotomy  had  after  it  had  become  a  well-established  pro- 
cedure.    Thus  in  — 


1873,  hysterectomy  gave,  according  to  Boinet,  mortality 

1875,  according  to  Pom,  mortality 

1879,  according  to  La  Toursey,  mortality     . 

1882,  according  to  Thornton,  " 

1883,  according  to  Schwartz,  " 

1884,  according  to  Amiot,  " 


76.2  per  cent. 

64.7        " 

43 

40  " 

37.5 

25.32     " 


until  at  the  present  time  several  operators  have  reached  9  per 
cent.,  which  is  about  the  best  yet  attained,  save  in  a  few 
brilliant  instances  where  the  majority  may  scarcely  hope  to 
reach. 

This  is,  indeed,  a  cause  for  congratulation  when  we  reflect 
that  Burnham  did  the  first  successful  extirpation  of  the  uterus 
in  1853.  We  notice,  in  reviewing  the  literature  of  hysterec- 
tomy, that  authors  have  shown  a  decidedly  better  result  from 
myomectomy  simply,  where  the  uterus  is  left  in  its  entirety. 
There  is  also  less  risk   from  enucleation  of  nivomas  than  in 
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Fig.  1  shows  serre-nceud  applied  after  capsule  is  separated  from  the 
pedicle.  The  pin  i-  n<>t  always  necessary,  a-  tin-  capsule  may  be  secured 
t<>  the  abdominal  wall. 

Fig.  2,  transverse  section  <>t'  abdomen, showing  pedicle  in  position  under 
the  wound.  The  uterine  arteries  arc  shown  surrounded  by  ligatures.  The 
suspensory  sutures  and  those  used  in  closing  in  the  capsule  and  reducing 
the  stump  an-  shown.     Note  tin-  suture  passing   through  the  abdominal 

wall  and  then  through  the  pedicle.     Two  <>f  tin  se  an-  used. 

Fig.  3  shows  the  application  of  the  da-tic  ligature  after  section  <>f 
broad  ligaments.  Tin-  capsule  ha-  been  separated  from  the  tumor,  ami 
tumor  cut  below  it-  free  border.  The  dotted  line-  -how  portion  to  be 
excavated.  The  capsule  may  be  sewed  down  upon  this  surface  it'  pedicle 
i-  too  short  to  fasten  in  the  wound;  or  the  wire  may  he  applied  to  the 
capsule  above  tin-  uterine  tissues,  and  the  usual  course  pursued  in  extra- 
peritoneal method. 

Fig.  1.  section  of  pedicle  a-  arranged  for  intra-peritoneal  ,,"//,,.,/.  Tim 
myomatous  tissue  ha-  hern  well  excavated;  the  cervical  canal  cauterized 
if  opened.  Tin-  uterine  arteries  an-  ligated.  Catgut  9utures  have  closed 
up  the  interior  surface  ami  hold  the  capsular  surface  down  into  tin-  sulcus. 
Silk  sutures  may  Ik-  used  above  t"  give  greater  security.  This  arrangement 
provides  against  hemorrhage  from  contraction  of  tin-  capsule,  and  con- 
sequent opening  of  the  wound.  The  pedicle,  when  thus  treated,  i<  equally 
well  adapted  to  be  sewed  in  the  wound  or  dropped. 
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the  entire  removal  of  the  uterus.  We  Bhall  first  refer  to  the 
extra-peritoneal  method. 

The  tumor  is  drawn  well  out  of  the  incision  and  all  adhe- 
sions tied  off.     The  surgeon  must  at  once  decide  the  question 

in  his  own  way  as  to  the  plan  of  dealing  with  the  broad 
ligaments,  which  are  usually  found  stretched  upon  the  growth 
on  either  side.  Should  the  mass  prove  to  he  pediculated,  it 
may  not  be  necessary  to  tie  the  ligaments  or  remove  the 
uterine  appendages  unless  the  latter  are  diseased.  But  the 
surgeon  will  generally  find  necessity  forgetting  down  further 
into  the  pelvis,  and  in  order  to  do  this  must  sever  the  broad 
ligaments,  tie  them  securely  and  drop  them,  or  clamp  them 
with  large  pressure  forceps,  and  leave  them  to  be  dealt  with 
after  the  tumor  has  heeu  removed.  It  is  worthy  of  remark 
that  most  surgeons  now  tie  the  broad  ligaments,  and  then 
surround  the  base  of  the  growth  with  a  temporary  elastic 
ligature  before  cutting  away  the  tumor,  thus  avoiding  hemor- 
rhage. Mr.  Tait  has  reduced  his  mortality  from  35.7  per 
cent,  to  11.3  by  thus  getting  rid  of  the  traction  exert ed  by 
these  stout  ligaments  upon  the  pedicle.  Although  many  cases 
may  require  the  use  of  the  elastic  ligature  of  Kleeburg,  it  is 
still  probable  that  some  surgeons  may  continue  to  use  the  wire 
only.  But  it  is  quite  possible  that  in  the  future  other  methods 
may  greatly  grow  in  favor,  and  the  wire  of  Koeberle  be  less 
in  vogue.  In  either  case  the  elastic  ligature  is  convenient, 
and  does  not  prevent  the  after-use  of  the  wire  if  it  is  desired 
to  complete  the  operation  extra-peritoneally.  Until  recent 
date  Mr.  Keith  had  the  best  record  of  success,  preferring  the 
clamp  for  the  pedicle. 

T<  i  Dr.  Bantock  has  been  accorded  the  credit  of  bringing 
the  "  extra-peritoneal  method,"  with  the  wire  to  its  present 
-tat-'  of  perfection,  although  he  says  Pean  deserves  the  honor 
of  its  introduction  to  public  favor.  Dr.  Bantock  uses  his 
modification  of  the  Koeberle*  serre-noeud  and  a  peculiar  wire, 
made  according  to  his  direction,  of  "  delta  metal."  He  does 
imt  always   use  the  elastic  ligature,  but   use^  the  serre-noeud 

whenever  it  is  possible.    The  capsule  of  the  tumor  is  in  some 

-  -tirg  \2 
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cut  and  stripped  down   for  some  inches,  leaving  the 
myomatous  tissue  uncovered,  and  to  this  is  applied  the  wire 
outside  the  peritoneum. 
The  capsule  is  Bewed  to  the  peritoneum  or  abdominal  wall, 

as  thought  best  by  the  operator,  thus  leaving  the  alnloruen 
quite  securely  closed.     In  many  cases  the  wire  may  be  thrown 

around  the  base  of  the  tumor  as  soon  as  it  is  drawn  from  the 
abdomen.  There  maybe  a  well-shaped  pedicle;  the  broad 
ligaments  may  not  interfere,  or  may  be  included  with  the 
pedicle  in  the  wire.  The  Fallopian  tubes  and  ovaries  may 
likewise  require  no  special  care,  and  are  by  some  surgeons 
included  in  the  wire,  and  removed  with  the  tumor.  These 
cases  afford  the  surgeon  an  opportunity  to  quickly  finish  an 
important  operation,  where  the  patient  is  in  extremis  from 
any  cause.  There  can  be  no  doubt  of  the  value  of  this  quick 
method  of  securing  the  pedicle  in  many  cases,  but  there  is 
still  a  desire  to  avoid  the  inevitable  necrosis  of  the  constricted 
pedicle,  which  may  yet  result  in  a  better  operation.  The 
other  methods  of  extra-peritoneal  treatment  of  the  pedicle  by 
elastic  ligature,  as  done  by  Hegar  and  Kaltenbach,  do  not 
necessitate  detailed  description  here,  as  they  are  not  only 
described  in  the  text-books,  but  in  reality  require  just  the 
same  formation  of  the  pedicle. 

The  Intra-peritoneae  Method. — In  any  operation  we 
may  unexpectedly  meet  with  disaster,  or  be  obliged  to  change 
our  course  in  order  to  avoid  it.  Thus  in  hysterectomy  we 
may  plan  to  do  as  Bantock,  Tait,  Price,  or  others  may  suggest ; 
but,  owing  to  the  nature  of  the  growth  or  its  attachments,  we 
are  obliged  to  leave  out  of  consideration  altogether  what  others 
have  done,  and  act  according  to  what  may  be  best,  even  though 
it  involve  an  untried  problem.  We  shall  occasionally  be 
compelled  to  complete  a  hysterectomy  after  the  method  of 
Schroeder,  even  though  the  best  results  do  not  follow  this 
treatment  of  the  pedicle.  Therefore,  a  few  words  on  the  best 
plan  of  arranging  the  stump  may  not  be  untimely.  By  refer- 
ence to  No.  3  of  Plate,  we  may  see  at  a  glance  what  is  quite 
difficult  to  describe.     The  construction    requires  more  time 
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than  the  usual  method  of  fixing  the  pedicle  in  the  wound.  The 
able  features  are  these:  A  closed  abdominal  wound,  unless 
drainage  is  necessary  ;  avoidance  of  the  usual  raw  surfa 

in  extra-peritoneal  eases;  to  safely  complete  an  operation 
where  the  pedicle  cannot  be  made  to  reach  the  abdominal 
wound.     If  the  danger  of  hemorrhage  has  heretofore  caused 

this  method  to  he  avoided,  there  should  no  Longer  be  any 
hesitation  upon  that  plea.  If  there  is  the  same  care  exercised 
in  the  technique  of  this  operation  as  in  other  difficult  cases, 
there  should  be  very  little  danger  of  sepsis.  These  two  prin- 
cipal objections  may  be  removed  by  carefully  following  the 
suggestions  which  accompany  the  plate.  But  there  remains 
one  very  important  objection  to  be  overcome,  which  may  pre- 
vent this  plan  from  becoming  adopted  by  preference  :  the  ele- 
m>  ut  of  time.  There  seems  to  be  no  way  of  reducing  the  time 
required  to  perform  this  operation  properly  under  one  hour. 
The  old  plan  of  ligating  the  base  of  any  sized  fibroid  with 
silk  or  other  material,  aud  cutting  away  the  tumor,  thus 
leaving  an  extensive  raw  surface  within  the  abdomen  to  slough 
or  bleed,  or  otherwise  imperil  the  life  of  women,  is  probably 
forever  a  thing  of  the  past.  But  there  may  be  need  of  some 
plan  for  the  intra-peritoneal  treatment  of  the  pedicle,  aud  I 
respectfully  call  the  attention  of  the  Society  to  the  modifica- 
tions suggested  in  the  plate. 

The  Ventrofixation  Method. — This  modification  of 
the  two  preceding  methods  is  intended  to  fill  an  important 
place  in  the  operation  of  hysterectomy.  It  is  without  doubt 
useful  in  some  cases  of  short  pedicle,  and  is  otherwise  to  be 
selected  in  preference  to  the  other  methods.  But  the  most 
important  and  beneficial  results  arc  following  its  performance, 
and  it  is,  first  of  all,  giving  a  short  convalescence.  Fritsch 
first  used  this  method  and  popularized  it,  haying  n'l 
cases  without  a  death.  (See  Hart  and  Barbour,  page  440.) 
Sanger  and  Dr.  Kelly  have  also  reported  very  BUOC 
results. 

No.  2  of  Plate  will  show  the  position  of  the  pedicle  and  its 
relation  to  the  wound.      The  parietal   peritoneum  is  sewed   to 
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that  of  the  pedicle  below  the  approximation  sutures,  and  any 
bleeding  or  oozing  <>t'  Beram  from  its  upper  surface  must 
escape  outside  the  abdominal  cavity.  The  pedicle  is  arranged 
just  as  it  should  be  for  the  intra-peritoneaJ  treatment     A 

drainage-tube  may  be  left   in  the  cavity  if   required.     The 
.    -mure-  of  silkworm-gut  are   very   satisfactory, 

and  may  be  removed  in  one  week.  They  are  not  tied,  but 
are  merely  twisted,  and  are  removed  with  perfect  ease  by 
untwisting,  and  I  prefer  cutting  one  side  short,  as  in  removing 

sutures  in  abdominal  incision,  to  avoid  infecting  the  tract  as 
they  are  withdrawn. 

The  operation  has  done  well  in  my  hands,  and  I  have  only 
to  commend  it.  The  nature  of  the  capsule,  its  tendency  to 
contract  and  cause  separation  of  sutures  or  slipping  of  liga- 
tures, will  always  cause  very  much  greater  care  to  be  exer- 
cised in  treating  the  pedicle  and  wouud  in  hysterectomy  over 
that  in  ovariotomy ;  but  we  are  confident  that  success  will 
follow  in  this  operation  along  the  lines  already  mentioned  in 
this  paper  rather  than  in  any  operation  requiring  entire  re- 
moval of  the  stump  of  the  uterus  (Freund's  operation),  or 
by  turning  the  pedicle  into  the  vagina,  as  suggested  by  Dr. 
Byford. 

The  Subsequent  Behavior  of  the  Pedicle. — When 
the  pedicle  is  properly  arranged  and  adjusted  in  or  below  the 
abdominal  incision,  the  peritoneal  surfaces  soon  become  ad- 
herent and  prevent  the  escape  of  fluids  into  the  cavity.  It  is 
an  easy  matter  to  place  a  few  catgut  sutures,  which  give  addi- 
tional security,  and  the  author  always  adopts  this  safeguard. 
The  wire  or  clamp  when  kept  tight  may  soon  cut  off  the 
stump  above  it,  as  in  one  of  my  eases  in  four  days;  but,  on 
the  contrary,  the  wire  may  remain  so  long  that  it  becomes  a 
difficult  matter  to  remove  it.  I  have  seen  the  wire  remain 
nearly  three  weeks.  It  is  not  necessary  to  say  how  long  such 
powerful  pressure  as  that  exerted  by  a  Koeberle  serre-noeud 
may  be  required  to  crush  and  even  separate  any  pedicle,  but 
this  is  true  thai  no  long-continued  'pressure  is  n<><h<l.  It  will 
probably  be  found  that  the  wire  in  these  prolonged  cases  has 
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been  overgrown  by  healthy  granulations,  and  it-  presence  is 
unnecessary  and  possibly  hurtful.     In  a  word,  from  seven  to 

ten  days   is   long  enough.      If  there  are  any  here  who  think 

that  the  wire  can  produce  a  "dry  necrosis"  without  the  usual 
concomitant  signs  of  sloughing,  he  Is  sure  to  meet  with  dis- 
appointment.     I  frankly  confess  to  have  always  seen   it,  and 

do  not  know  why  there  should  be  any  claim  made  to  prevent 
suppuration  in  these1  more  than  in  any  other  condition,  where 
the  nerve  and  blood-supply  are  positively  cut  off.  There  is 
always  necrosis  extending  some  distance  below  the  wire.  In 
all  cases  under  my  observation  it  is  found  that  very  much 
discharge  comes  from  the  centre  of  the  pedicle,  and  a  "pit" 
extends  down  several  inches,  and  of  course  into  the  bag 
the  pedicle.  It  is  my  belief  that  all  pedicles  are  reduced 
greatly  in  size  after  the  operation  through  the  agency  and  by 
reason  of  this  discharge  of  degenerated  or  necrosed  myomatous 
tissue.  Should  there  be  left  in  the  pedicle  a  centre  of  myo- 
matous development,  there  will  be  formed  another  tumor, 
unless  its  liberation  occurs  in  the  manner  described,  or  as  in 
of  Homans.1  A  myoma  was  removed  from  the  uterus, 
Leaving  a  broad  base  several  inches  in  diameter.  The  patient 
did  fairly  well  until  about  the  time  the  stitches  were  removed, 
when  the  base  of  the  myoma  began  to  be  extruded  through 
the  wound.  After  much  coaxing  by  rubber  bands,  the  mass 
was  brought  away  (the  base  being  cut  off  by  silk  cord), 
weighing  four  pounds.  In  this  case  the  patient  recovered, 
although  there  was  rise  of  temperature  and  much  anxiety  felt 
as  to  her  condition. 

These   remarks   are   made   strictly   in   view   of    the   extra- 
peritoneal  method  of  treatment  of  the  pedicle.      In  th< 
of  intra-peritoneal  treatment  there  is  much  room  for  specula- 
tion as  to  the  process  of  involution  through  which  the  p 

hi-  probable  that  in  all  cases  the  reduction  In  size 
— which  I  have  noticed  in  all  cases  where  opportunity  was 
ailbrded — is   dun  to  a  fatty  degeneration   occurring   in   the 

1  Vide  Boston  M.  A  S.  J.,  April,  L886, 
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portion  of  myomatous  tissue  remaining  enclosed  in  the  capsule 
of  the  pedicle,  and  aided  by  the  pressure  of  the  remaining 
uterine  muscular  contraction  and  blood-supply.  When  the 
pedicl  le  a  ured  in  the  wound  and  is  amputated  by  a  wire 
or  clamp,  it  is  quite  certain  that  the  granulating  surfa 
abdominal  wall  and  uterine  or  capsular  tissues  interlace  and 
te  as  one  mass.     The  pedicle  in  th<  a   remains 

firmly  secured  in  and  under  the  wound.  In  the  method  by 
fixation,  the  adhesions  formed  between  peritoneum  and  peri- 
toneum appear  to  answer  equally  well,  for  in  at  least  all  the 
eases  observed  there  was  firm  fixation  to  the  abdominal  wall. 
In  the  "sub-fixation"  cases  all  traction  is  reduced  to  the 
minimum  by  severing  the  broad  ligaments,  but  should  there 
be  traction  exerted  following  any  method,  the  pedicle  will  be 
drawn  downward,  and  finally  a  suspensory  Ligament  will  be 
formed  of  peritoneum,  long  enough  to  leave  the  cervix  uteri 
quite  free  and  movable,  as  I  have  more  than  once  observed. 

In  conclusion,  I  have  but  to  mention  the  statistics  of  the 
three  principal  methods  used  by  operators  in  supra-v;: 
hysterectomy  : 

For  the  extra-peritoneal  fixation,  82.75  in  100  cases  cured. 

For  the  ventro-fixation  method,  or  "  mixed  method  with 
drainage,"  75  cures  in  100  cases. 

For  the  intra-peritoneal,  59.53  cures  in  100.1 

These  figures  give  only  relative  information.  They  are 
taken  from  results  of  all  operators.  In  some  hands  the 
second  or  ventro-fixation  gives  as  good  or  better  results  than 
either  of  the  others. 

DISCUSSION. 

Dr.  J.  F.  W.  Ross,  of  Toronto,  Canada. — Mr.  President :  I 
feel  honored  in  being  called  upon  to  open  this  discussion  in  the 
presence  of  so  many  distinguished  surgeon.  I  would  like  to  say 
two  or  three  words  in  regard  to  the  interesting  paper  of  Dr. 
Stone,  but  as  my  time  is  limited,  I  cannot,  and  if  I  fail  to  make 

1  Vide  Amiot's  Thesis. 
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myself  clem-  in  describing  tins  operation,  you  will  understand 
that  it  is  simply  from  want  of  time  and  a  desire  to  hurry  over 
the  matter. 

The  credit  of  the  operation  I  am  going  to  describe — one  which 

I  did  just  a  week  ago  yesterday — is  due  to  Dr.  Eastman,  of  In- 
dianapolis. I  do  not  claim  for  myself  any  credit  in  the  matter. 
I  was  working  on  this  line,  and  I  found  that  Dr.  Eastman  had 
been  doing  the  same  thing,  but  that  he  had  done  the  operation 
first,  and  his  method,  as  I  carried  it  out  the  other  day,  with  some 
little  modifications,  was  superior  to  my  own.  Those  who  wish  to 
see  and  read  a  description  of  the  method  as  I  outlined  it,  can 
find  the  account  in  the  September  number  of  the  Am> 
Journal  of  Obstetrics. 

In  the  operation  of  hysterectomy  there  are  three  thing-  we 
have  to  bear  in  mind,  viz.,  the  benefit  of  the  Trendelenburg  posi- 
tion ;  secondly,  the  desirability  of  doing  without  a  clam}),  and, 
thirdly,  the  necessity  of  avoiding  the  ureter.  These  are  three 
drawbacks  that  we  have  been  fighting  to  overcome  by  the  method 
I  show  you.  I  operated  on  this  patient,  after  providing  myself 
with  a  staff  made  similar  to  that  of  Eastman,  and  with  a  firm 
perineal  needle.  We  arranged  the  patient  beforehand  in  the 
modified  Trendelenburg  position.  This  position  can  be  arranged 
for  in  any  hospital  with  no  expenditure  of  money.  The  device 
was  devised  by  the  superintendent  of  our  hospital,  and,  by  his 
permission,  I  am  able  to  show  drawings  of  it  to  you  to-day.  The 
patient  having  been  placed  in  Trendelenburg's  position,  the  ab- 
domen was  opened.  She  was  previously  operated  upon  by  an- 
other surgeon  for  the  removal  of  the  ovaries,  but  it  was  found  to 
be  impossible  to  effect  the  removal  of  one  of  the  ovaries  owing 
to  its  imprisonment  by  adhesions.  As  a  consequence  of  the  pre- 
vious operation,  enormous  bands  of  adhesions  had  formed  of  the 
bowel  to  the  tumor,  and  nearly  one  hour  was  consumed  in  arrest- 
ing the  hemorrhage  from  these  adhesions  and  ligating  the  capsule 
so  as  to  avoid  ligating  the  bowel.  The  tumor  was  about  the  size 
of  this  little  jar  (illustrating),  and  after  cutting  off  the  adhesions 
from  the  bowel,  I  drew  it  from  the  abdomen,  and  ligated  the 
broad  ligaments  fur  down.  This  is  an  important  part  in  the 
technique  of  the  operation — the  ligation  of  the  broad  ligaments, 
and  not  catching  hold  of  them  in  a  mere  fold,  but  ligating  them 
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by  pinching  them  well  into  the  Bubetance  of  the  tumor,  and  then 
cutting  away  a  little  of  the  capsule,  ii'  ueceaBaiy,  to  make  a  tirm 

pedicle.  As  I  was  cutting  away  the  capsule,  I  cut  into  a  vein, 
and  blood  flowed  freely,  but  I  booh  threw  Tait'a  rope  clamp  around 
the  tumor,  and  checked  it,  hut  ordinarily  I  would  not  use  it.  I 
do  not  think  it  is  necessary , because  the  operation  can  be  done  in 
the  ordinary  way  with  a  Koeberle*  serrc-nceud  put  over  the  tumor, 
and  the  tumor  cut  away  without  difficulty.  After  removing  the 
tumor  in  the  ordinary  way,  my  assistant  passed  into  the  vagina 
this  staff  to  the  posterior  cul-de-sac.  We  then  have  a  staff  sim- 
ilar to  that  used  for  lithotomy,  except  that  the  groove  is  placed 
at  right  angles  across  the  handle,  close  below  the  wire  of  the  wire 
clam}) ;  it  is  easy  to  pull  out  the  pedicle  by  pulling  on  the  clamp. 
You  pass  the  needle  along  the  groove  of  the  staff,  and  encircle 
the  inter-abdomino-vaginal  tissue  behind  the  cervix,  and  then 
tie  the  thread  carried  through.  After  tying  the  cul-de-sac  of 
Douglas,  the  knife  is  passed,  and  you  get  about  the  distance  of 
the  ligature  as  the  length  of  the  aperture.  The  first  finger  is 
passed  into  the  opening  with  perineum-needle,  which  is  passed 
down  and  brought  out  again  a  little  distance  from  the  edge  of 
the  incision  all  the  way  around  the  cervix.  After  each  ligature, 
you  cut  away  a  little  more ;  you  slice  through  the  cervical  tissue, 
and  in  that  way  you  are  sure  to  avoid  the  ureters.  The  assistant 
now  passes  a  pair  of  forceps  up  from  below  through  the  vagina, 
and,  taking  hold  of  the  ligatures,  draws  them  down  into  the 
vagina,  at  the  same  time  drawing  down  a  rope  of  iodoform 
gauze.  This  gauze  is  cut  oft"  level  with  the  top  of  the  vagina. 
The  bowel  is  then  so  fixed  that  it  is  impossible  for  hernia  to  take 
place.  Hemorrhage  was  so  severe  from  the  adhesions  in  this  case 
that  it  was  necessary  to  pack  the  abdomen  with  iodoform  gauze, 
and  to  place  two  or  three  bichloride  towels  over  the  surface,  and 
thus  to  exert  pressure  by  means  of  a  firm  bandage  around  the 
abdomen  and  the  iodoform  gauze  tampon  in  the  vagina.  I  took 
out  the  abdominal  tampon  in  less  than  twenty-four  hours  after, 
and  it  was  hardly  stained.  The  patient  is  doing  splendidly,  and 
is,  no  doubt,  going  to  make  a  good  recovery.  She  has  now  reached 
the  fourteenth  or  sixteenth  day  after  the  operation,  and  is  run- 
ning no  risk  of  secondary  hemorrhage.  By  this  method  we  are  com- 
pletely rid  of  the  pedicle.    I  could  have  done  the  operation  inside 


DISCUSSION.  185 

of  three-quarters  of  an  hour  had  there  not  been  adhesions  of  the 
bowel.    In  the  extra-peritoneal  method  of  dealing  with  the  pedicle, 

we  are  always  anxious  for  fear  that  the  pedicle  will  slip,  and  we 
dread  this  dirty  thing  that  lies  like  a  torch  above  a  powder 
magazine. 

[Xote,  January  28,  181)2. — I  have  done  my  second  successful 
operation  by  this  method.  The  ovaries  were  removed  two  years 
ago,  and  the  uterus  could  not  have  been  removed  by  any  other 
method,  owing  to  firm  adhesions,  to  its  small  size,  to  the  imp  Nasi- 
bility  of  using  any  kind  of  a  clamp,  and  the  loss  of  the  landmarks 
offered  by  the  broad  ligaments.] 

Dr.  Robert  T.  Morris,  of  New  York  City,  said  he  had  oper- 
ated in  only  six  or  seven  cases,  but  his  experience  in  those  led  him 
to  ask  the  questions,  Of  what  use  is  the  pedicle  ?  Why  have  one 
at  all  ? 

Dr.  H.  O.  Marcy,  of  Boston,  Mass.,  thought  that  Eastman's 
method  was  a  great  advance  over  the  extra-peritoneal,  but  he 
thought  a  still  further  advance  was  made  by  leaving  a  portion  of 
the  cervical  tissue,  and  tucking  the  peritoneum  down  on  either 
side,  covering  over  the  wound  and  sutures,  no  drainage  being 
required. 

Dr.  Joseph  Price,  of  Philadelphia,  Pa.,  was  unwilling  to  give 
up  the  extra-peritoneal  method  so  long  as  that  by  dropping  the 
pedicle  was  attended  by  a  considerably  greater  mortality.  He 
explained  the  steps  which  he  had  taken  in  the  treatment  of  cases 
where  the  pedicle  was  as  thick  as  one's  thigh ;  how  gradually  he 
stripped  it  down  until  it  reached  the  size  of  one's  wrist,  etc.  He 
felt  that  a  woman  should  never  die  from  supra-vaginal  hysterec- 
tomy for  a  healthy  fibroid,  if  she  were  sound  in  other  respects. 
These  cases  did  better,  in  his  experience,  than  ordinary  ovari- 
otomy cases. 

By  applying  pressure-forceps  here  and  there  as  landmarks,  one 
was  enabled  to  work  rapidly  without  making  any  mistakes  while 
reducing  the  pedicle.  The  pins  should  be  placed  before  cutting  the 
tumor  away.  He  lost  two  of  his  first  eight  cases,  and  then  had  a 
run  of  forty-three  without  a  death.  In  one  of  the  cases  the  ureters 
were  at  least  ten  inches  above   their  normal  position,  and  were 
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divided:   but   by  resorting,  in   the   course  of  a   year,  to   several 
tive  procedures,  this  woman  finally  recovered    Out  of  ■ 

total  of  sixty-nine  cases  he  had  had  tour  death.-,  only  one  of 
which  could  fairly  be  attributed  to  bad  surgery. 

Dr,  Stone,  in  closing  the  discussion,  expressed  the  belief  that 
Dr.  Price  would  in  time  find  another  method  better  and  more 
-fill   than  the  one  which  he   now  practised  with  .so  low  a 
mortality. 


IX.irKV  TO  THE  PELVIC  FLOOB  AM)  THE 
METHOD  OF  REPAIRING  THE  SAME. 


By  Thomas  Addis  Emmet.  M.D. 
Vork. 


I  fully  appreciate  the  honor  extended  to  me  by  an  invita- 
tion from  your  President  that  I  should  address  you  ;  and  par- 
ticularly so  in  his  selection  of  a  subject  with  which  I  have 
been  so  long  and  closely  identified. 

In  justice  to  myself,  but  in  no  spirit  of  egotism,  I  must 
preface  a  consideration  of  the  subject  by  claiming  the  i 
of  having  devised  and  perfected  the  operation  generally  prac- 
tised in  this  country  for  repairinj,  injury  to  the  pelvic  floor, 
the  condition  bo  long  termed  "  laceration  of  the  perineum." 
I  was  the  first  operator  to  include  any  portion  of  the  rectooele 
or  posterior  wall  of  the  vagina  in  this  operative  procedure, 
and  the  first  to  deviate,  some  twenty-five  years  or  more  ago, 
from  the  then  accepted  operation  devised  by  Baker  Brown,  of 
simply  uniting  more  or  less  of  the  labia.  The  technique  of 
the  operation  and  the  principles  on  which  it  is  based,  as  I 
shall  set  forth  in  this  paper,  are  as  original  with  me  as  the 
operation  now  accepted  lor  the  repair  of  a  lacerated  cervix 
uteri.  I  must,  therefore,  hold  that  any  operative  procedure 
devised  for  repairing  the  pelvic  floor  or  vaginal  outlet  whi>h 
includes  the  posterior  wall  of  the  vagina,  whereby  it  is  lilted 
or  drawn  forward,  is  but  a  modification  of  my  operation. 

In  going  over  the  subject,  to  the  extent  expected  of  me,  1 
most  Decessarily  reiterate  many  points  familiar  to  all  of  you, 
but  they  shall  be  presented  in  a  different  form  and  connection, 
so  that  as  a  whole  the  matter  may  become  more  intelligible 
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to  the  greater  Dumber.  Unfortunately,  the  subject  i-  one 
which  presents  almost  insurmountable  difficulties  to  clear 
demonstration  by  moans  of  diagrams  or  to  any  descriptive 
picture  Bel  forth  by  words;  I  musl  therefore  ask  a  charitable 

criticism.      I  can  only  express  the  pleasure   it  would   give  mo 
you  individually  at    the  Woman's    Hospital,  where  by 
witnessing  the  operation  in  detail,  you  would  have  the  matter 
ated  to  you  in  the  only  tangible  form. 

The  term,  laceration  of  the  perineum,  is  a  misnomer,  and 
if  used  at  all  it  should  be  applied  only  to  the  condition  exist- 
ing with  laceration  of  the  sphincter  ani.  We  have  been  misled 
by  the  term  "  perineal  body,"  for  no  such  body  exists  save  as 
an  imaginary  one.  The  diaphragm,  formed  of  muscular  tissue 
bound  together  by  fascia,  is  not  different  in  structure  in  the 
so-called  perineal  body  than  elsewhere,  and  its  only  distinc- 
tion in  this  situation  is  the  accidental  existence  of  more  or 
less  fat ;  but  as  this  lies  directly  under  the  skin  and  anterior 
to  the  muscular  structure,  its  addition  can  give  no  support 
from  its  presence.  The  structure  at  this  point  simply  holds  in 
check  the  sigmoid  curve  of  the  rectum  from  encroaching  upon 
the  vaginal  canal,  but  could  not,  even  if  such  a  body  existed, 
directly  or  indirectly  give  support  either  to  the  vagina  or 
uterus.  It  can  be  clearly  demonstrated  that  the  uterus  is 
supported  and  swung  from  above,  as  is  every  other  organ  in 
the  body,  and  is  kept  with  the  vagina  and  rectum  in  position 
by  the  connective  tissue  and  fascia  of  the  pelvis.  This  fascia 
is  in  close  connection  with  the  cellular  or  connective  tissue  of 
the  pelvis,  and  is  attached  along  the  sides  of  the  vagina  and 
rectum  so  as  to  prevent  undue  prolapse  of  the  bowel  from  the 
sigmoid  flexure  to  the  anus.  And  while  it  gives  this  same 
support  to  the  vagina,  it  exerts  a  degree  of  lateral  traction 
upon  the  latter  in  addition,  with  the  effect  of  preserving  its 
natural  curve  in  the  direction  of  the  canal,  and  of  keeping  the 
two  sides  of  the  passage  in  close  contact,  so  long  as  these 
fascial  attachments  preserve  their  integrity. 

If  we  take  a  section  of  rubber  tubing  and  with  a   string 
attached  to  each  side  make  lateral   traction,  the  cylindrical 
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form  becomes  lost  as  the  two  surfaces  are  brought  Into  con- 
tact.    On  the  same  principle,  a  Ibid  is  formed  along  the  si< 
and  through  the  Length  of  the  vagina  where  tin-  two  rides  of 

the  canal  are  brought  together,  ami  these  are  termed  >ul<i,  as 
you  know.  While  this  explanation  18  correct  in  theory,  it  is 
not  strictly  -<>  in  practice,  for  the  vesico-vagina]  septum  or 
anterior  wall  of  the  vagina  is  as  firmly  fixed  by  the  fascia  at 
the  superior  strait,  as  the  roof  of  the  mouth  is  in  its  relation 
to  the  lower  jaw.  As  the  lower  jaw  is  drawn  backward,  or 
lifted  by  its  muscular  attachment  into  contact  with  the  upper 
one,  so  must  the  posterior  wall  of  the  vagina  be  drawn  back 
or  pushed  toward  the  coccyx  to  enable  any  solid  body  to 
enter  or  pass  out  from  the  canal.  Therefore  these  grooves  or 
sulci,  formed  by  the  flattening  of  the  two  sides  of  the  vagina, 
are  strictly  the  result  of  lifting  the  posterior  wall  up  to  the 
anterior  one,  while  at  the  same  time  the  needed  degree  of 
lateral  traction  is  exerted  by  the  fascia. 

If  we  trace  the  course  of  the  fascia  forming  these  sulci 
from  its  starting-point  at  the  superior  strait  and  along  the  sides 
of  the  vagina  to  the  point  where  the  canal  pierces  the  muscular 
diaphragm  at  the  pelvic  outlet,  we  will  find  it  reflected  over 
these  muscles.  This  fascia  as  a  continuation  of  that  in  the 
pelvis  binds  the  whole  muscular  walls  in  a  common  sheath, 
and  owing  to  its  attachment  also  along  the  border  of  some  of 
the  muscles,  the  whole  mass  is  greatly  strengthened  as  a 
barrier  and  as  a  support  as  well  to  the  floor  of  the  pelvis. 

A  proper  circulation  of  the  blood  through  the  pelvis  cm 
only  be  maintained  so  long  as  the  integrity  of  the  connective 
tissue  and  fascia  is  preserved  in  regard  to  their  mutual  rela- 
tion and  action.  The  simile  I  have  commonly  used  to  show 
this  relation  is  that  of  the  trellis  in  its  support  of  the  vine 
running  over  it.  But  the  relation  is  a  closer  one  than  this, 
for  the  pelvic  vein-  have  no  valves,  and  as  tiny  run  in  and 
out  through  the  meshes  of  the  connective  or  cellular  tissue 
they  receive  from  the  pelvic  fascia  and  from  the  elasticity 
the  surrounding  tissue  that  degree  of  support  needed  to  pre- 
vent undue  dilation  ;  for  in  the  preservation  of  the  tortuous 
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course  of  thee  fed  of  the  force  of  gravity  is 

overcome. 

It  is  taaght  by  obstetricians  that  daring  the  pp 
labor  the  tissues  become  gradually  softened  down  and  are 
finally  Btretched  sufficiently  to  admit  of  the  passage  of  the 
child's  head.  The  truth  of  this  I  am  inclined  to  doubt,  for  I 
believe  the  pelvic  fascia  is  elastic  to  a  very  limited  extent, 
and  when  it  and  the  muscular  structure  reaches  the  condition 
of  being  softened  or  stretched  to  any  extent,  the  result  must 
be  rupture  of  the  parts  involved.  If  the  fascia  were  capable 
of  being  stretched  to  such  a  degree,  its  function  would  be 
destroyed,  and  it  is  not  possible  that  the  muscular  tissue  so 
closely  invested  by  this  fascia  on  the  floor  of  the  pelvis  could 
be  affected  by  any  such  change. 

The  action  of  the  pelvic  fascia  is  one  of  compensation,  so 
that  if  it  becomes  shortened  or  relaxed  in  one  direction,  it 
must  be  by  the  same  force  proportionately  lengthened  in 
another.  During  the  progress  of  labor  the  vagina  becomes 
shortened  in  proportion  as  its  transverse  diameter  is  increased. 
To  the  casual  observer  the  vagina  seems  excessively  stretched 
in  its  long  diameter  while  the  head  is  passing  the  outlet. 
This  impression  I  think  is  not  correct,  for  I  believe  the 
mouth  of  the  uterus  is  nearer  to  the  vaginal  outlet  at  the 
close  of  labor  than  at  any  other  stage. 

When  we  introduce  Sims's  speculum  with  the  woman  in 
the  knee-and-chest  position,  or  while  lying  on  her  left  side, 
and  make  upward  and  backward  traction  with  the  instrument, 
we  shorten  thereby  the  line  of  fascial  attachment  along  the 
sides  of  both  the  vagina  and  the  rectum.  On  introducing  the 
speculum  the  portion  termed  the  perinuem  is  drawn  backward 
nearly  to  the  coccyx,  so  that  the  radial  distance,  or  length  of 
the  vagina,  from  this  point  to  the  os  uteri  is  shortened  fully 
one-half  from  what  is  was  before  when  extending  from  the 
cervix  to  the  neck  of  the  bladder.  This  shortening  up  of  the 
vaginal  wall  admits  of  a  slacking  up  in  the  degree  of  tension. 
The  consequence  is  that  the  lateral  walls  of  the  vagina  being 
thus  relaxed,  the  whole  canal   becomes   ballooned  out,  from 
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atmospheric  pressure,  and  the  cervix,  without  having  materi- 
ally changed  its  position,  lies  much  nearer  the  ostium  vaginae. 
"In  the  progress  of  labor  the  lateral  diameter  of  the  vagina  is 

shortened,  and  just  in  proportion  as  the  tissues  at  the  outlet 
slip  over  the  advancing  head,  so  does  the  fascial  sheath  be- 
COme  more  relaxed  to  admit  of  a  greater  separation,  chiefly  of 
the  levator  ani  muscles,  until  at  last  these  are  drawn  aside 
close  to  the  rami  of  the  ischium  and  out  of  harm's  way. 

I  am  able  to  recall  two  instances  in  my  own  experience 
where  in  primipara?  the  skin  and  sub-tissues  became  as  thin 
and  as  transparent  as  oiled  paper,  so  that  I  could  distinctly 
sec  through  them  the  dark  hair  on  the  advancing  head. 
Neither  of  these  women  .suffered  any  injury,  and  in  time  these 
muscles,  which  must  have  been  separated,  gradually  returned  to 
their  natural  position,  for  I  was  unable  to  detect  in  their  con- 
dition afterward  any  lesion  whatsoever. 

Some  years  ago,  and  at  a  time  when  my  mind  was  more 
directed  toward  this  subject,  I  made  an  attempt  to  separate 
these  muscles  in  the  case  of  a  woman  who  had  been  prepared 
for  some  operation.  While  she  was  profoundly  etherized  and 
lying  on  the  left  side,  I  steadily  pressed  the  anus  backward 
and  upward  toward  the  uterus  with  the  fingers  of  my  left 
hand.  I  did  this  with  the  expectation  of  shortening  both 
rectum  and  vagina  and  of  slackening  up  the  fascia  running 
on  the  sides  of  these  canals.  I  imagined  that  I  might  by 
applying  force  in  the  opposite  direction  produce  the  same 
effect  as  wrould  result  from  the  advance  of  a  child's  head. 
As  I  pushed  upward  with  the  left  hand,  and  rolled  out  the 
tissues  about  the  mouth  of  the  vagina,  I  at  the  same  time 
made  steady  pressure  with  two  fingers  of  the  right  hand  out- 
ward and  behind  the  space  termed  the  perineum.  I  certainly 
succeeded  in  separating  the  muscles  to  a  considerable  d< 
And  gained  a  marked  relaxation  of  the  vaginal  outlet.  Bui  I 
made  no  progress  unless  I  kepi  up  steady  pressure  with  the 
left  hand  at  the  same  time.  At  Length  I  desisted  from  my 
efforts  through  lack  of  endurance;  but  1  dearly  demonstrated 
to  my  own   satisfaction,  that  without  the  aid  of  the   hit  hand 
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was  but  little  elasticity  in  the  parts,  and  that  with 
pressure  from  the  vagina  alone,  the  part-  would  be  ruptured. 
In  former  days,  when  we  were  so  careful  to  properly  support 
the  perineum,  on  the  passage  of  the  child's  head,  l>v  making 
pn  SSUre  backward  toward  the  anus,  we  certainly  aided  in  ^pa- 
rating  these  muscles,  if  we  did  not  beforehand  cause  rupture 
through  the  tissues  by  our  over-zeal.  We  are  doubtless  able, 
under  certain  circumstances,  to  save  the  floor  of  the  pelvis,  or 
at  least  control  the  extent  of  the  injury  when  the  head  of  the 
child  is  passing,  by  making  backward  traction  by  means  of 
two  fingers  in  the  anus.  When  this  force  can  be  exerted  in 
the  proper  direction,  its  efficacy  is  doubtless  due  to  the  relaxa- 
tion of  the  fascia  in  such  manner  as  to  facilitate  the  separation 
of  the  levator  ani  muscles,  and  thus  we  cause  the  vaginal 
outlet  to  be  relaxed  to  its  fullest  extent. 

I  wish  particularly  to  bring  out  certain  points  in  the 
mechanism  of  advanced  labor,  and  especially  when  the  child's 
head  is  approaching  the  floor  of  the  pelvis.  I  would  compare 
the  progress  of  the  child's  head  to  the  advance  of  a  piston  in  a 
cylinder,  supposing  both  cylinder  and  piston  to  be  bent  to  the 
proper  axis  of  the  passage  and  the  direction  of  the  head  through 
the  pelvis.  If  we  take  a  soft  block-tin  syringe  for  demon- 
stration we  will  find  the  diameter  of  the  cylinder  preserved 
throughout  until  the  end  of  the  pipe  is  reached,  where  its 
diameter  gradually  lessens  to  terminate  in  a  nozzle  of  some 
length.  If  well  lubricated  and  the  proper  amount  of  force 
be  applied,  the  piston  will  continue  to  advance  as  the  child's 
head  would.  So  in  the  vagina,  if  the  natural  secretions  were 
maintained  and  the  uterus  continued  to  contract.  At  length 
a  well-recognized  point  of  resistance  is  reached,  in  the  one 
case  where  the  diameter  of  the  cylinder  becomes  narrowed, 
and  in  the  other  where  the  child's  head  reached  the  floor  of 
the  pelvis  near  the  point  where  the  vagina  enters  the  muscu- 
lar diaphragm.  If  sufficient  force  be  applied  to  advance 
the  piston  beyond  this  point  the  consequence  is  evident. 
The  end  of  the  instrument  must  become  separated  either 
by  a  transverse  rent  across  the  axis  of  the  cylinder,  or,  if  this 


THOMAS  ADDIS  EMMET.  193 

did  nut  occur  in  consequence  of  the  ductility  of  the  metal, 
further  advance  would  result  in  a  tear  in  the  long  axis  of  the 

nozzle,  and  the  piston  would  pass  out  before  the  tip  became 
involved.      So  also  in  the   progress   of  labor,  if  a  fold  of  the 

vaginal  tissue  is  forced  forward  in  the  continued  advance  of 

the  child's  head,  a  rent  must  occur  in  the  long  axis  of  the 
vagina.  Should  the  tear  stop  short  of  the  fourchette  or  pos- 
terior commissure  and  without  entering  the  rectum,  no  serious 
consequence  would  probably  result  after  the  parts  had  cica- 
trized. But  wherever  the  sphincter  ani  lias  been  torn,  by  the 
natural  advance  of  the  head  or  shoulders,  the  rent  almost 
always  enters  the  rectum  at  some  distance  posterior  to  the 
outlet  of  the  vagina  and  advances  from  before  backward. 
This  condition  then  would  be  analogous  to  the  split  in  the 
Syringe,  where  the  piston  was  forced  through  at  the  side  near 
the  nozzle,  the  rent  not  extending  to  the  tip.  In  other  words, 
when  the  sphincter  ani  is  thus  torn  the  head  escapes  into  the 
rectum  and  is  delivered  through  the  rent,  as  is  proved  by  the 
fact  that  the  fourchette  is  sometimes  not  torn.  No  greater  ill 
consequences  follow  the  reception  of  such  an  injury  than  the 
inconvenience  attending  the  escape  of  flatus  or  incontinence 
of  feces. 

But  when  the  advancing  head  reaches  the  floor  of  the  pelvis, 
without  a  resisting  fold  of  vaginal  tissue  before  it,  and  is  at 
length  opposed  by  the  muscular  diaphragm,  the  line  of  rup- 
ture, if  one  does  occur,  must  be  across  the  axis  of  the  vagina. 
On  carrying  out  the  analogy  with  the  syringe,  it  will  be  seen 
that  the  vaginal  tear  across  the  axis  of  the  canal  would  be 
in  the  same  direction,  as  where  the  narrowed  part  of  the 
syringe  was  forcibly  separated  along  the  line  where  it  had 
been  soldered  to  the  end  of  the  cylinder. 

This  tear  across  tin'  vagina   and  ju>t  within  the   passa 
the  common  injury  sustained  when  a  woman  is  said  to  have 
had  a  rupture  of  the  perineum. 

So  far  I  have  confined  myself  to  a  consideration  <>f  the  in- 
juries sustained  by  the  unaided  advance  of  the  child  through 
the  vaginal  canal. 

-  Surg 
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But  when  a  tear  has  resulted  from  the  use  of  forceps,  or  as 

-nit  of  any  manipulation  to  by  means 

applied  from  without,  the  general  rule  Is  for  it  to  begin  in  the 

median  line  of  the  fourchette  and  to  advance  from  without 

inward    to  any  extent      But    many  ei  exist    to  this 

rule. 

I  wish  to  draw  your  attention  particularly  to  this  tear 
3s  the  vagina. 

By  placing  a  woman  with  such  an  injury  on  the  back  with 
her  limbs  flexed,  and  passing  two  fingers  into  the  rectum  to 
lift  the  recto-vaginal  septum,  a  transverse  scar  indicating  the 
injury  can  he  easily  brought  into  view  on  separating  the  labia, 
-'onally  the  scar  is  seen  running  in  the  direction  of  the 
length  of  the  vagina  as  a  result  of  traction  brought  into  play 
by  a  difference  in  the  depth  of  the  tear  at  different  points,  and 
sometimes  also  as  a  consequence  of  the  undue  rolling  out  of 
the  tissues  at  the  vaginal  outlet.  Quite  frequently  no  -  ar 
can  be  detected  to  indicate  the  existence  of  a  most  extensive 
degree  of  injury.  In  these  cases,  at  least,  it  can  be  proved 
that  there  is  certainly  no  perineal  body,  for  the  skin  outride 
can  be  brought  in  contact  between  two  lingers  with  the  vaginal 
mucous  membrane.  Though  the  fourchette  is  intact,  the 
vaginal  outlet  and  the  canal  within  are  as  relaxed  as  the 
mouth  of  a  bag  would  be  from  which  the  running-string  had 
been  withdrawn. 

In  all  of  these  cases  the  fascia  running  along  the  sides  of 
the  vagina,  and  forming  the  two  sulci  which  I  have  described, 
has  been  torn  across  just  where  it  is  reflected  upon  the  mus- 
cles in  front.  This  injury  may  be  the  result  of  a  transverse 
tear  beginning  in  the  mucous  membrane  of  the  vagina  and 
extending  down  through  the  fascia,  or,  on  the  other  hand,  the 
tissues  beneath  may  be  separated  without  involving  the 
vaginal  mucous  membrane  over  them. 

In  proportion  to  the  injury  sustain*  d  by  thi  whereby 

it  becomes  free  to  retract,  so  far  will  the  bloodvessels  of  the 
pelvis  be  deprived  of  their  proper  support.  This  loss  of  sup- 
port   is   particularly  evident  in   the  condition   of  the   veins, 
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which  soon  become  more  or  less  straightened  out  and  drawn 

from  their  tortuous  course.  With  prolapse  of  the  tissues  from 
increasing  weight  these  vessels  continue  to  dilate  indefinitely. 
The  sense  of  weight  and  bearing  down  felt  by  a  woman  in 

the  upright  position,  who  is  supposed  to  have  had  a  laceration 
of  the  perineum,  is  due  entirely  to  an  accumulation  of  blood 

in  the  veins  as  a  consequence  of  their  loss  of  proper  support, 
and  any  degree  of  prolapse  occurring  afterward  is  incidental 
only.  That  this  is  the  true  explanation  is  shown  by  the  fact  that 
a  woman  who  has  sustained  the  extensive  injury  of  a  lacera- 
tion in  the  median  line  through  the  sphincter  ani  and  \:-,_ 
septum,  and  even  to  the  bottom  of  Douglas's  cul-de-sac,  i-  yet 
fully  able  to  stand,  to  lift,  and  to  perform  the  most  laborious 
work  without  the  slightest  bearing  down  or  inconvenience 
beyond  that  of  incontinence.  The  explanation  is  that  a  tear 
in  the  median  line  along  the  recto-vaginal  septum  can  in  no 
way  involve  any  portiou  of  the  pelvic  fascia.  This  injury, 
therefore,  does  not  come  within  the  scope  of  the  subject  under 
consideration,  and  has  only  been  referred  to  in  proof  of  the 
correctness  of  the  views  advanced. 

I  have  already  described  how  the  pelvic  fascia  retracts  after 
rupture  has  occurred  within  the  vaginal  canal. 

On  account  of  this  retraction  the  muscles  in  front  are  left 

to  separate,  and  with  the   retraction  also  of  the   fascia 

attached  along  the  rectum,  the  anus  is  displaced,  the  vaginal 

walls   are  separated,  and   the  tissues   at  the  entrance  of  the 

canal  are  rolled  out  to  a  remarkable1  degree. 

It  is  by  no  means  easy  to  fully  appreciate  in  detail,  or  to 
describe  intelligibly  the  changes  brought  about  in  the  floor  of 
the  pelvis  as  a  result  of  this  injury.  Practically,  however,  it 
will  be  necessary  merely  to  refer  to  the  action  of  the  levator 
ani  and  of  the  transversus  perinsei  muscles.  The  levator 
muscles,  you  will  recollect,  are  spread  out  like  a  fan  at  their 
attachment  to  the  rami  on  each  side,  and  they  run  back  to 
form  a  ligamentous  connection  with  the  coccyx.  So  long  as 
the  .-heath  of  fascia  which  I  have  described  remains  intact, 
tie-.'   muscles  are  made  to  approximate  in  the  median  line 
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along  the  space  generally  i  to  the  perineal  body.     On 

the  outer  side  of  each  levator  muscle  and  along  the  line  of  its 
attachment  to  the  fascia,  the  transversus  p  rinaei  arc  ine 
and  extend  obliquely  backward  to  their  attachment  to  the 
tnbera  iachii.  Under  ordinary  circumstances  the  acti< 
the  transversus  perinaei  muscles  would  be  to  tighten  the  ' 
.-heath  and  to  hind  more  firmly  together  the  tissues  constitut- 
ing the  muscular  floor  of  the  pelvis.  But  as  soon  as  the 
levator  ani  muscles  are  free  to  separate  in  front,  the  only  action 
which  can  be  exerted  by  the  transverse  ones  is  to  draw  the  leva- 
tors still  more  apart  as  two  window  curtains  may  be  separated 
at  the  bottom  while  they  remain  attached  above.  The  action, 
moreover  of  these  muscles  is  still  more  facilitated  by  the  re- 
traction of  the  line  of  fascia  attached  to  the  sides  of  the  rectum, 
and  as  the  same  change  has  already  taken  place  in  the  fascia 
connected  with  the  vagina,  the  anus  is  displaced  by  being 
drawn  upward  and  backward  into  close  contact  with  the 
coccyx.  Consequently  the  natural  curve  of  the  recto-vaginal 
septum  is  changed  from  a  concave  line  to  a  convex  one  and  a 
rectocele  is  formed.  Moreover,  as  the  parts  of  the  vaginal 
outlet  become  rolled  out  from  the  persistent  traction  back- 
ward and  from  below,  more  or  less  of  the  vaginal  tissues 
forming  the  anterior  wall  and  that  about  the  neck  of  the 
bladder  are  dragged  down  or  forward  upon  the  urethra.  The 
same  backward  traction,  due  to  the  same  retraction  of  the 
pelvic  fascia,  will  at  an  early  stage  widely  separate  the  walls 
of  the  vagina  and  leave  the  canal  gaping. 

This  amount  of  injury,  as  a  rule,  results  from  a  too  rapid 
labor  or  from  instrumental  delivery  ;  but  in  either  ease,  the 
condition  is  generally  complicated  by  a  serious  laceration  of 
the  cervix  uteri.  This  injury  to  the  cervix  arrests  involu- 
tion, as  we  know,  if  the  woman  sutlers  from  septic  pelvic  in- 
flammation after  her  delivery. 

The  injury  to  the  posterior  vaginal  wall  is  then  aggravated 
by  the  increased  weight  of  the  uterus,  and  the  difficulty  becomes 
greater  as  the  pelvic  veins  distend  more  or  less  from  lac 
support.     Retroversion  of  the  uterus  is  the  most  natural  con- 
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sequence  of  this  condition,  and,  by  progressive  d  '  pro- 

lapse, procidentia  may  take  place  at  any  time,  but    Is  certain 
;ir  as  the  vagina  -  with  the  menopause,  if  relief 

he  not  afforded. 

I  will   now  briefly  give  a   summary  of  the   pathology,  and 
attempt  to  describe  my  mode  of  operating  tor  the  relief  of  this 

condition.  But  I  fully  realize  that  I  have  reached  a  very 
difficult  task  to  make  myself  understood  by  anyone  who  has 
not  had  some  practical  demonstration  of  the  subject. 

We  have  long  been  taught  that  a  certain  injury  sustained 
by  a  woman  in  childbirth  was  a  laceration  of  the  perineum, 
by  which  we  understand  that  the  perineal  body  had  been  in- 
volved. My  answer  would  be  that  a  body  which  did  not 
»uld  not  be  injured.  When  then  is  the  injury  we  wish 
to  describe  and  which  is  attended  with  the  symptoms  or  con- 
sequences  so  long  attributed  to  a  laceration  of  the  perinea] 
body  ? 

The  answer  is,  that  it  is  an  injury  to  the  posterior  wall  of 
the  vagina  near  its  outlet,  or  still  better,  an  injury  to  the  floor 
of  the  pel 

While  there  may  be  an  external  tear,  or  one  in  the  median 
line,  through  the  skin  and  mucous  membrane  up  the  vagina] 
septum  even  to  the  cervix  uteri,  all  this  would  still  be  but  an 
incident  so  far  as  the  symptoms  I  have  described  are  con- 
cerned. I  have  clearly  pointed  out  that  no  symptoms  arise 
from  such  an  injury,  however  extensive,  beyond  the  incon- 
venience due  to  incontinence;  and  observation  shows  as  that 
there  exists  no  displacement  of  the  parts,  beyond  what  occurs 
from  retraction  of  the  divided  ends  of  the  sphincter  muscle, 
A  laceration  in  the  median  line  only  which  did  not  extend 
through  the  sphincter  ani,  would,  in  my  experience,  be  as  Mr. 
Toots  of  Dombey  and  Son  terms  it,  "of  no  consequence  at 
all."  The  perineum,  then,  is  not  lacerated  in  th  s 
which  have  so  long  borne  the  name,  and  we  should  drop  a 
term  which  is  certainly  misleading. 

With  the  injury  to  the  floor  of  the  pelvis  which  I  have  de- 
scribed,  a    force   comes    into   play   by   which   the   levator  ani 
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muscles  in  front  are  widely  separated,  and  this  occurs  often 
without  the  slightest  injury  to  the  mucous  membrane  of  the 
vagina,  or  the  skin  outside  There  evidently  has  been  there- 
fore no  injury  id  smh  the  part  occupying  the  -pace 

termed  the  perineum,  hut  they  have  been  >imply  displaced. 
\  I  r  year-  of  study  and  after  careful  investigation  of  the 

action  and  function  of  the  connective  t;~<ue  and  fascia  of  the 

pelvis,  I  offer  this  a-  the  rational  explanation  of  the  pathology 

of  this  injury.     Consistent  with  the  belief  I  have  expressed 

the  pathology,  I  have  gradually  perfected  a  remedial 

operation,  whose  object  is  to  catch  up  the  retracted  fascia  at 

a  point  and  in  such  a  manner  that  I  "take  in  the  sla< 
it  were,  of  the  fascia  throughout  the  pelvis.     By  this  pro- 
cedure the  displaced  posterior  wall  of  the  vagina  is  certainly 

up  and  drawn  forward  in  contact  with  the  vesico- 
vaginal septum.  And  as  the  steps  of  the  operation  advance, 
I  succeed  in  lifting  up  and  forward  the  displaced  anus,  grad- 
ually roll  in  the  everted  tissues  at  the  vaginal  outlet,  and 
apparently  succeed  at  length  in  bringing  together  the  sepa- 
rated levator  ani  muscle.  At  least,  I  fill  in  the  space  and 
form  what  might  be  termed  another  perineal  body.  More- 
over, the  woman  so  treated  ceases  to  be  an  invalid,  and  her 
condition  becomes  in  every  respect  a  natural  one,  and  I  attrib- 
ute the  result  to  having  succeeded  by  the  operation  in  giving 
the  needed  support  to  the  bloodvessels,  and  thereby  to  the 
normal  circulation  throughout  the  pelvis. 

I  think  I  can  show  good  grounds  for  drawing  the  inference 
I  have  stated,  though  by  somewhat  of  a  digression.  It  will 
not  be  denied,  T  think,  that  the  levator  ani  muscles,  through 
their  close  relation  with  the  connective  tissue  and  fascia  of 
the  pelvis,  are  the  chief  factors  under  the  needed  provocation 
in  bringing  about  erection  of  the  pelvic  tissues  by  retarding 
the  flow  of  venous  blood. 

A  very  limited  amount  of  observation  in  treating  women 
who  have  suffered  from  this  injury  will  bear  me  out  in  the 
assertion,  that  on  their  own  complaint  or  on  that  of  their  hus- 
bands, we  learn  that  sexual  desire  becomes  greatly  imp 


THOMAS  ADDIS  EMMET.  [99 

and,  as  a  rule,  ia  entirely  lost.     These  women  often  submit 

to  copulation  through  a  sense  of  duty,  and  bear  children.  Bui 
with  many,  a  feeling  of  dislike  and  even  of  Loathing  is  often 
engendered  toward  the  husband.  Through  the  effect  of  this 
morbid  impression  on  the  nervous  system,  the  reception  of 

this  injury  has  often  led  to  divorce  or  to  an  insane  a.-ylum. 
Alter  the  operation  has  been  properly  performed  we  certainly 
will  hear  no  further  complaints  from  the  woman.  On  the 
contrary,  upon  more  than  one  occasion  when  I  have  described 
in  a  general  way  the  effects  of  the  operation  to  the  husband, 
he  has  intimated  to  me  that  I  may  perhaps  have  taken  a  few 
stitches  too  many. 

The  woman  who  has  received  the  extent  of  injury  desig- 
nated must  necessarily  receive1  some  preparatory  treatment. 
The  first  steps  to  relieve  the  procidentia  should  be  an  opera- 
tion on  the  lacerated  cervix  followed  by  replacement  of  the 
organ,  and  at  a  subsequent  period  an  operation  on  the  anterior 
wall  may  be  necessary.  These  operations  cannot  be  profit- 
ably don.'  tog  ther,  and  all  necessary  preliminary  treat- 
ment must  be  p>nc  through  with  before  an  operation  for  the 
repair  of  the  injury  to  the  floor  of  t\i^  pelvis  is  undertaken. 

The  first  step  in  the  operation  will  be  to  determine  within 
a  reasonable  degree  the  extent  of  retraction  which  has  taken 
place  in  the  fascia  along  the  sulcus  on  each  side  of  the  vagina. 
It  would,  of  course,  be  a  futile  effort  to  seek  this  information 
directly  at  the  seat  of  the  injury  as  indicated  by  the  scar  line. 
By  an  illustration  I  can  better  indicate  my  method  of  doing 
so.  If  we  were  to  place  two  weights  at  some  little  distance 
apart  on  a  table-cover  before  US  and  then  make  traction  by 
drawing  a  portion  of  the  cover  toward  us,  two  fold-  would  at 
once  be  formed  leading  up  to  the  outer  (due  of  the  weights, 
and  it  would  bo  clearly  indicated  that  the  cover,  Loose  else- 
where, was  immovable  within  the  influence  of'  the  weights. 
If  we  place  a  woman  who  has  received  this  injury  on  her 
back  in  front  of  u>,  and  with  her  limb-  flexed,  the  labia  will 
d  widely  separated,  the  vaginal  canal  open  and  idled  by 
a  projecting  portion  of  the  recto-vagina]  septum,  or  what  is 
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termed,  as  you  know,  a  rectooele.     Now  we  can  find  some 
point  in  the  middle  of  this  projecting  mass  from  which,  if  we 

ik  B  tenaculum  into  it  ami  draw  that  portion  forward  and 
upward  toward  the  Deck  of  the  bladder,  two  folds  will  he 
formed,  a-  1  have  shown  on  the  table-cover,  leading  outward 
to  a  fixed  point  in  the  sulcus  on  each  side.  These  fixed 
points  indicate  perfectly  the  limit  of  the  retraction  and  show 
clearly  that  the  portion  of  the  vagina  above  the  limitation 
indicated  is  properly  supported. 

Bear  clearly  in  mind  that  this  triangular-shaped  tongue,  or 
portion  of  the  rectocele,  which  we  draw  forward  with  a  tenac- 
ulum will  form  after  the  operation  the  posterior  wall  of  the 
vagina.  If  this  step  of  the  operation  has  been  properly  per- 
formed, the  rectocle  will  have  been  disposed  of,  the  two  walls 
of  the  vagina  will  lie  in  contact,  the  line  of  the  axis  of  the 
canal  will  have  been  changed  to  that  of  a  concavity,  and  the 
proper  degree  of  support  will  have  been  gained  along  the 
newly  formed  sulci  by  a  direct  union  with  the  pelvic  fascia. 

Later  on  I  will  describe  the  next  step  for  bringing  nearer 
together  the  separated  levator  ani  muscles,  but  must  first  go 
more  into  detail  in  regard  to  the  first  steps  of  the  operation. 

As  the  woman  lies  in  front  of  us  and  the  top  or  crest  of 
the  rectocele  has  been  drawn  down  with  a  tenaculum  toward 
the  neck  of  the  bladder,  it  would  be  well  to  put  a  loop  of 
strong  thread  into  the  tissues  to  take  the  place  of  the  tenac- 
ulum. This  is  necessary  because  the  angle  of  the  fold  must 
be  held  by  an  assistant  in  .situ  until  the  parts  on  the  sides 
have  been  secured  with  sutures.  After  the  introduction  of 
the  loop  of  thread,  and  while  it  is  being  properly  held  by  an 
assistant,  we  must  find  the  lowest  caruncula  or  remains  of  the 
hymen  on  each  side  to  indicate  the  limit  of  the  vagina.  A 
tenaculum  is  then  hooked  into  a  caruncula  on  each  side  and 
outward  traction  is  made  by  the  assistants  laterally  to  open 
the  vagina.  A  triangular,  deep,  gutter-shaped  surface  on  the 
right  and  left  of  the  canal  will  be  formed  with  the  apex  of 
each  running  into  the  lateral  sulcus  above.  Now  to  define 
the  extent   of  the  surface  below,  that  the  line   of   proposed 
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union  may  be  within  the  vaginal  'anal,  a  third  tenaculum 
should  be  hooked  into  the  posterior  portion  of  the  vagina  and 
in  line  with  the  two  caruncula?,  which  have  been  separated  by 
the  lateral  traction  of  the  assistants'  hands.  Then,  by  draw- 
ing downward  with  this  tenaculum  we  have  thus  clearly 
mapped  out  the  full  extent  of  surface  on  each  side  which  i-  to 
be  denuded  and  united  together.  Interrupts!  sutures  must 
be  used,  and  I  prefer  silver  wire.  I  introduce  the  sutures 
separately  on  each  side,  beginning  with  the  angle  or  ap 
the  triangle,  in  the  upper  part  of  the  vagina,  and  put  one  in 
after  the  other,  at|about  a  quarter  of  an  inch  apart,  until  we 
reach  the  neighborhood  of  the  loop  in  the  centre  of  the  recto- 
cele  and  approach  the  caruncnla  on  the  side.  Then  the  sutures 
are  to  be  introduced  on  the  other  side  in  like  manner.  It  is 
well  to  secure  the  sutures  of  each  side  together  in  the 
of  a  separate  pair  of  forceps,  to  avoid  mixing  them.  The  next 
step  is  to  introduce  the  sutures  to  close  the  side-  of  the  vaginal 
outlet  and  to  bring  together  at  the  same  time  the  separated 
levator  ani  muscles.  The  crown  suture,  as  it  is  termed,  is 
now  the  first  one  to  be  inserted.  This  is  done  by  parsing  a 
suture  close  to  the  caruncula  referred  to,  on  the  right  sid<  . 
into  the  tissues  toward  and  in  front  of  the  ramus  on  that  side, 
and  then  bringing  it  out  at  the  edge  of  the  denuded  surface 
about  half  au  inch  posterior  to  the  point  of  entrance.  I  then 
carry  the  needle  across,  catch  up  the  topmost  part  of  the  denu- 
dation in  the  reetocele,  and  reentering  into  the  denuded  vaginal 
wall  about  half  an  inch  behind  the  caruncula  on  the  left  side, 
I  bring  the  stitch  out  again  close  to  the  denuded  ^\iir  at  the 
caruncula  to  correspond  with  the  point  of  entrance  on  the 
right  side.  Now  as  we  draw  together  the  parts  with  this 
suture  we  get  the  first  indication  of  what  is  to  be  accomplished 
by  the  operation.  Some  three  or  four  sutures  more  will  be 
needed  below,  and  these  are  to  he  introduced  in  the  same 
manner  and  in  the  same  direction  as  just  described,  one  I 
the  other,  until  the  lower  angle  in  the  direction  of  the  ami-  is 
reached.  These  last  sutures  appear  to  be  outside  of  the  vagina, 

but  they  are    not   BQ   in    reality,  lor  as   one  alter   the   other   is 
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ired,  the  part-  roll  in  more  and  more  until  finally  tfa 
sutures  are  Lost  to  Bight  between  the  folda  of  the  labia.     In 
twisting  the  sutures,  begin  with  the  first  and  -  ach  one 

in  the  order  of  it-  insertion.  Bend  cadi  one  carefully  down 
after  it  is  twisted  on  the  vaginal  .surface1,  where  they  must 
remain  until  the  parts  are  perfectly  united.  A-  each  suture 
is  twisted  the  upper  and  lower  walls  of  the  vagina  an-  grad- 
ually brought  together,  by  lifting  the  posterior  one.  When 
the  outer  sutures  have  been  all  secured  there  should  be  no 
gaping  of  the  vagina  ;  the  labia  should  lie  together,  and  the 
external  appearance  should  be  that  of  a  woman  who  has  never 
borne  a  child.  When  the  operation  has  been  properly  per- 
formed the  natural  elasticity  of  the  parts  will  have  been 
restored  fully,  and  it  is  even  possible  to  place  the  woman  on 
the  left  side  and  introduce  a  Sims'  speculum  without  doing 
material  damage  by  strain  on  the  sutures. 

The  operation  is  rather  a  tedious  one,  but  simple  in  execu- 
tion. It  certainly  does  restore  the  parts  nearer  to  the  original 
condition  than  is  done  by  any  other  method  I  know  of,  and  is 
the  only  one  that  will  fairly  stand  the  test  of  a  subsequent  labor. 
This  operation  is  not  always,  nor  even  generally,  I  regret  to 
say,  performed  by  others  as  I  have  described  it.  In  a  late 
edition  of  a  noted  work  on  gynecology  the  operation  is  even 
represented  by  a  woodcut  which  would  suggest  the  idea  that 
my  main  object  was  to  cause  the  vagina  to  gape  as  widely  as 
possible.  This  is  no  exaggeration,  for  I  have  myself  witnessed 
others  do  the  operation,  even  in  the  Woman's  Hospital,  in 
which  no  portion  of  the  vaginal  canal  was  brought  in  con- 
tact, and  even  it-  outlet  was  left  gaping.  The  patient  could 
receive  not  the  slightest  benefit  from  such  a  procedure,  and  it 
would  be  much  better  for  both  operator  and  patient  if  it  were 
not  done  at  all. 

There  exists  no  material  difference  in  what  is  accomplished 
by  the  method  I  have  described  and  the  old  operation  I  in- 
vented years  ago  and  reported  in  my  work  on  the  Principles 
and  Practice  of  Gynecology \  by  a  trefoil  diagram.  The  two 
represent  but  progressive  stages  or  degrees  of  development  in 
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the  operation.  Half  of  the  leaflet  on  one  Bide  could  be  dis- 
pensed with,  as  I  now  unite  do  portion  of  the  labia,  but  only 
tissues  within  the  vagina.     Instead  of  passing  one  continuous 

suture  from  the  skin  through  the  labia,  around  and  behind 
the  rectocele,  or  the  fold  o!"  it,  which  is  drawn  forward,  and 
then  out  again  through  the  skin  on  the  opposite  side,  I  now 
use  two  sets  of  sutures  instead  of  one.  These  are  used  to 
bring  together  exactly  the  same  surface  a-  in  the  old  opera- 
tion, but  they  are  placed  within  the  vagina. 

I  thank  you  for  your  patience,  which  has  been  unavoidably 
taxed,  for  the  subject  could  not  be  condensed.  Realizing 
that  I  may  have  failed  in  making  many  points  clear,  the 
temptation  is  a  strong  one  for  further  elucidation,  but  my 
better  judgment  dictates  that  by  so  doing  I  would  defeat  my 
purpose. 

DJ-  >N. 

Dbs.  Price  and  Kelly  were  accustomed  to  doing  the  same 
operation  as  Dr.  Emmet,  whom  they  had  seen  operate,  but  made 
unimportant  modifications.  Dr.  Mabcy  described  his  method 
of  operating,  and  Dr.  BuCKMASTEB  made  some  remarks  explain- 
ing in  part  the  greater  frequency  of  rupture  on  the  left  side  by 
the  deviation  of  the  rectum. 


THE   GROWTH   OF    FII5ROID  TUMORS  OF  THE 
QTERUS  AFTEB  THE  MENOPAUSE. 


By  Jobbpb  Tabf.r  Johnson,  M.D., 
Washington,  D.C. 


The  teaching  of  the  text-books,  that  uterine  fibromata 
cease  to  grow  or  to  give  rise  to  symptoms  after  the  menopause, 
which  is  so  popular  in  the  profession  as  well  as  out  of  it,  I 
believe  to  be  quite  erroneous. 

The  object  of  this  paper  is  to  put  on  record  cases  and 
opinious  in  opposition  to  this  view  of  this  important  subject, 
and  to  aid  in  recasting  our  views  and  in  modifying  our  prac- 
tice. 

I  have,  within  the  past  five  years,  seen  at  least  a  dozen 
women  with  large  growing  and  troublesome  fibroid  tumors  of 
the  uterus,  who  were  over  fifty  years  of  age — some  of  tliem 
over  sixty.  These  women  had  been  assured  by  their  physi- 
cians that  if  they  could  get  along  somehow,  until  after 
the  change  of  life,  their  tumors  would  not  only  stop  growing, 
but  that  they  would  lessen  in  size,  and  probably  go  away 
altogether.  At  least  the  troublesome  and  dangerous  symptoms 
would  disappear. 

They  had  been  advised  against  any  radical  operation,  and 
encouraged  to  believe  that  as  they  grew  older,  they  would  get 
entirely  well. 

In  perhaps  the  majority  of  cases  this  might  prove  to  be 
very  good  advice ;  but  the  point  which  I  wish  to  make  is, 
that  as  we  are  now  better  acquainted  with  the  history  and 
behavior  of  these  tumors,  that  this  is  no  longer  safe  advice  to 
give.     We  cannot  assure  any  woman  that  her  tumor  may  not 
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prove  to  be  one  of  the  exceptional  i<1  that  it  may  not 

glOW  more  rapidly  even  after  the  menopause  than  it  did 
before,  or  that  it  may  not  present  complications  equally  dis- 
tressing and  disastrous.  When  from  forty  to  fifty  per  cent 
of  women  subjected  to  supra-vaginal  hysterectomy  died  from 
the  effects  of  the  operation,  this  was  very  safe  and  conservative 
counsel  to  follow.  The  possible  dangers  of  the  tumor  were 
not  equal  to  the  probable  dangers  of  the  operation. 

But  since  we  know  more  of  the  complications  and  p 
bilities   of  these  tumors   late    in    life,    and    of  the   improved 
technique  of  operations  for  their  removal,  L  wish  to  raise  the 
question,  as  to  whether  this  is  any  longer  the  <ni'a>t  advice  for 
a  woman  with  a  growing  fibroid,  and  Dealing  the  a  vera, 
of  the  menopause  to  follow. 

At  least  I  hope  to  so  modify  prevailing  views  as  to  no  lo 
permit  any  positive  assurances  that  the  menopause  will  bring 
relief  and  cause  the  tumor  to  shrink  up  and  go  away. 

That  others  have  noticed  exceptions  to  the  rule  as  stated 
in  the  books,  the  following  brief  extracts  from  recent  writers 
will  testify  ;  though  I  do  not  intend  to  burden  this  short 
paper  or  tax  your  patience  with  quotations  from  the  numerous 
authorities,  equally  within  the  reach  of  all  the  Fellows  of  this 
9     :  ty. 

In  the  Cyclopedia  of  Obstetrics  and  Gynecology,  vol.  vii. 
49,  Ilegar  and  Kaltenbach  say :  u  The  menopause  does 
not,  by  any  means,  check  the  growth  of  these  tumors  in  all 
The  tumors  sometimes  attain  a  colossal  size  very  rapidly  at 
this  period,  because  they  undergo  fibro-cystic  or  other  degene- 
ration, or  are  nourished  by  newly  developed  vascular  adhe- 
sions. But  the  symptoms  are  by  no  means  directly  propor- 
tionate to  the  size  of  the  tumors.  Even  small  and  medium- 
sized  tumors  may  become  so  annoying  on  account  of  the  pains, 
peritonize  irritation,  impaired  motion,  ami  inability  to  work, 
that  their  removal  becomes  a  vital  question  to  the  patiej 

o/   Women,  page   351)  say-     ••  Neither 
the  decrease  in  the  tumor  begin  as  soon  a-  the  i 
stop  in  all  eases.     On  the  contrary,  the  organic  forces  which 
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maintained  the  menstrual  function  being  do  longer  called  for, 
are  devoted  to  the  growth  of  the  fibroma;  and  this  growth 
may  go  »>n  for  some  time  after  the  menopause;  bu<  the  rule 
is,  that  in  time  the  process  of  atrophy  begins  and  the  tumor 
diminishes,  and  finally  disappears,  or  marly  so." 

The  last  edition  of  Thomas,  however,  just  thoroughl 
vis, J  by  Munde*,  says,  on  page  523:  "When   undergoing  a 
certain  degree  of  atrophy  with  the  cessation  of  the  uterine 
and  ovarian  functions  they  cease  to  bo  to  any  dc_.  urce 

of  annoyance  or  at  least  of  danger." 

In  contrast  to  tin'  above,  Bdrner,  in  his  article  on  the 
u  Menopause,"  in  vol.  xi.  of  the  Oyclopcedia  says:  "The 
most  important  fact  of  all  is  the  circumstance  to  which  atten- 
tion has  already  been  called  in  the  former  pages,  to  wit : 
increase  in  size  of  fibromata  during  and  after  the  climacteric." 

As  Lawson  Tait,  for  example,  observed  :  "  The  growth  of 
the  fibrous  tumor  does  not  cease  in  every  case  with  the  cessa- 
tion of  the  menses,"  and  he  operated  upon  four  women  who 
had  passed  the  menopause,  and  suffered  with  rapidly  -rowing 
myomata  ;  and  Schorler  has  reported  four  histories  which  show 
the  exceptional  growth  of  fibro-myomata  after  the  menopause. 
I  have  myself  on  some  occasions  been  able  to  demonstrate  such 
a  condition.      A  lady  aged  fifty-six,  who  was  child'  ised 

to  menstruate  at  forty-five,  and  came  to  me  fifteen  months 
on  account  of  an  abdominal  tumor  which  she  herself  had 
noticed  two  years  before.  The  tumor  at  that  time  extended 
upward  to  within  two  finger-breadths  of  the  umbilicus  .  .  . 
A  little  more  than  nine  months  later  the  tumor  extended  a 
finger-breadth  above  the  navel,  its  other  dimensions  remaining 

much  the  same  as  before Three  months  later  it 

showed  a  marked  enlargement  in  all  directions.  Now,  the 
lady,  by  reason  of  the  further  increase  in  all  her  symptoms, 
has  for  some  time  entertained  the  idea  of  risking  a  radical 
operation.  I  have  seen  two  or  three  other  women  with  large 
interstitial  tumors  which  continued  to  grow  in  spite  of  the 
establishment  of  the  menopause." 

Dr.  Busey,  of  Washington,  ha-  observed  three  similar  i 
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My  attention  was  called  to  this  subject  two  year-  ago  by 
reading  a  discussion  in  the  Cincinnati  Obstetrical  Society,  in 
which  a  Dumber  of  speakers  referred  to  cases  which  were  then 
thought  t«>  be  notable  exceptions  to  the  genera]  rule.  Several 
speakers  referred  to  large  and  dangerous  tumor-  which  they 
had  recently  seen  in  women  who  had  pa— cd  the  climacl 
and  one  gentleman  referred  to  a  distinguished  Burgeon  abroad, 
who  had  reported  twelve  eases  where  uterine  fibromata  had 
grown  into  very  large  and  troublesome  tumors,  requiring 
removal  some  time  after  the  total  cessation  of  the  monthly 
periods. 

Scattered  here  and  t\\cvc  in  journal  literature,  I  have  s 
seen  eases  reported  of  fibroid  tumors  continuing  to  grow  after 
the  menopause;  and  in  conversing  with  many  medical  men 
upon  this  subject,  I  have  scarcely  met  with  a  physician  oi 
experience  who  has  not  known  of  one  or  more  instances 
within  the  limits  of  his  own  practice. 

I  have  notes  of  the  following  cases  : 

CASE  I. — Mrs.  !>.,  colored,  her  aire  being  unknown,  but 
evidently  it  was  over  sixty  years,  entered  my  service  in  the 
Providence  Hospital  in  December,  1888.  She  had  not  men- 
struated for  twenty  years.  She  had  been  a  cook  in  the  family 
of  Dr.  Yarrow,  a  near  neighbor  of  mine,  until  the  tumor,  by 
its  size  and  weight,  incapacitated  her  for  further  service. 
Contrary  to  our  usual  experience  in  these  cases,  her  change  of 
life  had  come  on  very  much  sooner  than  usual — T  think  at 
about  thirty,  after  some  very  severe  hemorrhages.  When  she 
came  under  my  care,  her  tumor  was  estimated  by  a  number 
of  physicians  to  weigh  at  least  ['ov\y  pounds. 

Acting  upon  the  advice  of  Dr.  Waite,  of  the  firm  of  Waite 
&  Bartlett,  makers  of  electrical  instruments,  from  whom  I 
had  just  purchased  a  powerful  battery,  I  punctured  this 
immense  tumor  through  the  abdominal  wall,  in  the  presence 
of  a  number  of  medical  gentlemen,  and  gradually  turned  ou 
a  current  of  200  milliampeivs.  The  patient  had  an  uncom- 
fortable time  for  about  a  week,  but  after  thai  she  felt  better. 

I  never  had  the  courage  to  repeal  the  i\<><:\  and  the  patient 

left  the  hospital  on  account    of  her  tear  of  :i  second  puncture. 
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was  getting  larger,  and  I  with  her  in  thi<  opinion. 

Case   II. — In   August,   1891,  ■  colored  woman,   giving 
her  ag       s  sixfr  s,  <  ntered  my  service  in  Columbia 

ital,  with  a  very  large  uterine  fibroid.     She  lo 
ras  eighty-one,  in-  in  •.     She  was  quite  gray, 

and  very  decrepit  and  3h     said  Bhe  had  carried  the 

tumor  for  upward  of  thirty  years.     I  think  she 
about  this,  as  Bhe  said  that  she  was  troubled  with  it  "  previously 
befo1  dewah." 

said  she  had  not  menstruated  for  more  than  twenty 
.  and  that  the  tumor  had  doubled  in  size  within  tl, 
five  years,  very  much  to  her  astonishment,  as  she  had  been 
told  it  would  go  away  after  the  change  of  life.  She  went  on 
from  bad  to  worse,  and  died  in  a  few  weeks  after  her  admis- 
sion. We  simply  tried  to  make  her  as  comfortable  as  possi- 
ble. Her  feet  and  legs  were  enormously  swollen,  and  the 
abdomen  contained  about  a  gallon  of  fluid,  causing  much  car- 
ipiratory  trouble.  The  upper  part  of  the  tumor 
was  found  at  the  post-mortem  to  have  undergone  calcareous 
degeneration.  Indeed,  a  portion  of  it  weighing  about  twenty 
pounds  was  as  hard  as  bone ;  knives  or  chisels  made  no 
impression  upon  it.  We,  however,  sawed  out  a  section  of  the 
tumor. 

Another  lobe  of  it  had  undergone  cystic  degeneration, 
which,  upon  section,  discharged  a  quart  or  more  of  foul-smell- 
ing fluid.  The  ureters  were  enlarged  to  the  size  of  my  little 
.  and  both  contained  pus.  The  kidneys  were  both 
enlarged,  softened,  and  dilated,  and  their  pelves  contained 
pus.     The  peritoneum  was  greatly  thickened. 

These  arc   the   dangers  which  threaten  patients  with  large 
fibroids  late  in  life. 

The  peritoneum  and  the  abdomi  ra  will  tolerate  a 

surprising  amount  of  •  and   mechanical  interference  ; 

but  we  cannot  calculate  with  any  degree  of  certainty  at  what 
point  of  endurance  th>  se.      I  d  ;     gmancy, 

when   it   is   unfortunal  d   with    albuminuria,   the 
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belief  exists  in  the  professional  mind,  that  the  kidneys  have 
been  interfered  with  iii  some  unusual  way  by  pressure,  to 
cause  the  symptoms  to  culminate  in  eclampsia.  Something 
else  must  combine  in  the  exceptional  cases  with  the  pressure 
or  the  mechanical  interference  of  the  uterine  tumor,  to  cause 
the  albuminuria  and  produce  ursemic  convulsions,  coma,  and 
death.  What  that  something  is,  has  not  yet  been  accurately 
determined.  It  has  been  ascertained,  however,  by  Fancouri 
Barnes  and  others,  that  albuminuria  exists  in  about  the  same 
proportion  of  eases  of  fibroid  tumors  as  in  pregnanl  women, 
and  I  believe  that  many  a  woman  has  been  reported  to  the 
health  office  as  having  died  of  kidney  disease,  or  intestinal 
obstruetiou,  or  cystitis,  or  hemorrhage,  or  diarrhoea,  or  ex- 
haustion, or  anaemia,  or  peritonitis!  when  the  exciting  and  real 
cause  of  her  death  was  a  fibroid  tumor  of  the  uterus.  The 
complicating  disturbances  are  more  fatal  in  women  past  fifty 
years  of  age,  as  their  powers  of  resistance  are  Less,  and  the 
abdominal  viscera  cannot  reasonably  be  expected  to  so  safely 
tolerate  these  interferences  and  long-continued  and  increasing 
pressure  after  the  child-bearing  period  has  passed. 

The  danger  of  these  tumors  undergoing  calcareous  and  cys- 
tic degeneration  increases  after  the  menopause,  although,  as  I 
said  in  the  beginning,  most  authors  teach  that  these  cases  are 
more  exceptional  than  our  later  experience  justifies  us  in  be- 
lieving is  actually  the  ease.  Most  of  the  cases  within  my  own 
experience  have  become  cystic,  and  it  is  quite  possible  that 
what  has  appeared  to  be  a  growth  of  the  tumor  has  been  in 
reality  a  cystic  degeneration.  Though  the  tumor  has  greatly 
increased  in  size  and  produced  symptoms  of  a  most  distressing 
character,  this  may  have  been  no  true  growth  of  the  tumor. 
This  subject  was  recently  discussed  in  the  medical  society  of 
my  own  city,  and  the  belief  was  expressed  by  Prof.  Klein- 
schmidt  and  others  that  this  was  the  case,  and  that  new  vas- 
cular connections  with  the  omentum  and  other  tissues  explain 
rowth  in  somecas  -  after  the  usual  atrophy  occurs  in  the 
uterus  and  the  appendages.  The  blood-supply  ami  nourish- 
ment of  the  fibromata  are  thus  kept  up,  and  they  contil] 
-  Surg  n 
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w  notwithstanding  the  senile  atrophy  of  the  uterus  and 
ovaries,     This  probably  explains  the  subsequent  growth  of 
those  few  cases  reported  after  the  removal  of  the  appends 
for  the  cure  of  bleeding  myomata. 

The  Beoond  case  I  operated  upon,  in  Columbia  Hospital, 
was  a  colored  woman,  aged  fifty-nine,  who  had  carried  a  large 
fibroid  for  twenty  years.  Her  condition  was  a  pitiable  one, 
and  -he  was  very  desirous  for  the  removal  of  the  tumor.  I 
explained  to  her  all  the  risks  and  dangers  of  supra-vaginal 
hysterectomy,  but  she  still  insisted  on  the  operation.  I  still 
hesitated,  and  sent  her  away  to  the  country  for  three  months 
at  the  expiration  of  which  time  she  returned  and  demanded 
that  I  should  keep  my  promise.  She  was  twelve  year-  past 
her  menopause. 

I  encountered  many  adhesions  at  the  operation  and  she  lost 
some  blood.  The  incision  was  very  long,  and  one  lobe  of  the 
tumor  extended  up  by  the  side  of  the  liver. 

In  lifting  this  lobe  out  of  the  wound,  my  fingers  penetrated 
its  softened  posterior  wall,  and  at  least  two  quarts  of  most 
offensive  smelling  fluid  gushed  out  into  the  abdominal  cavity. 
The  operation  of  supra-vaginal  hysterectomy  was  finished  in 
the  usual  way.  The  abdominal  cavity  was  washed  out  and  a 
drain-tube  left  in.  The  patient  did  uot  rally  well.  She 
vomited  much  at  first,  from  the  effects  of  the  ether,  and  suf- 
fered considerably  from  pain.  A  hypodermic  injection  of 
morphia  was  given  in  my  absence  and  the  vomiting  returned 
and  continued,  until  her  death  on  the  fifth  day.  How  much 
influence  the  morphia  had  in  aiding  the  result,  I,  of  course, 
do  not  know.  Its  use  is  opposed  to  recent  views  and  to  my 
own  practice.  It  certainly  provoked  nausea,  and  prevented 
the  stomach  from  retaining  food,  which  was,  however,  given 
by  the  rectum. 

No  post-mortem  was  permitted.  Her  death  was  put  down 
to  exhaustion,  as  there  were  no  evidences  of  peritonitis,  though 
there  was  plenty  of  cause  for  her  having  it  from  both  trauma- 
tism and  sepsis. 

In  another  case  also,  at  Columbia  Hospital,  a  colored  woman 
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apparently  over  fifty,  but  who  still  had  an  occasional  menstrual 
period,  where  an  immense  fibroid  tumor  had  undergone  cystic 
degeneration.     While  the  recent  Medical  Congress  was  in 
sion,  I  invited  a  number  of  distinguished  gynecologists  I 

her,  and  while  they  all  urged  an  operation,  they  all  differed 
in  their  diagnosis. 
At  the  operation  I  removed  a  forty-four  pound  fibro-cystic 

tumor  of  the  uterus,  and  in  this  ease  the  patient  seemed  to 
die  either  from  shock  or  the  anaesthetic — at  hast,  she  never 
rallied,  and  died  in  about  an  hour  alter  being  put  to  bed.  She 
lost  less  than  a  pint  of  blood,  and  no  hemorrhage  occurred 
alter  the  operation. 

Sir  Spencer  Wells  reports  in  his  book  on  Uterine  and  Ova- 
rian Tumors,  twelve  operations  on  fibroid  and  fibro-cystic 
tumors  of  the  uterus,  in  women  over  fifty  years  of  age,  and 
presumably  past  the  menopause — though  he  does  not  state  this 
fact — with  six  recoveries  and  six  deaths.  In  his  table  of  one 
thousand  ovariotomies,  it  is  clearly  shown  that  the  mortality 
is  greater  after  fifty  than  before.  I  presume  this  is  true  of 
most  severe  surgical  operations.  It  is  lair  to  presume,  that  if 
these  women  had  been  operated  on  earlier,  that  their  chances 
for  a  successful  issue  would  have  been  greatly  improved. 

I  think  the  following  conclusions  may  be  fairly  drawn  from 
the  foregoing  remarks : 

1.  That  the  " rule n  stated  in  the  text-books,  that  uterine 
fibromata  cease  to  grow  after  the  menopause,  has  many  more 
exceptions  than  is  generally  supposed. 

2.  That  when  they  continue  to  grow  after  the  menopause, 
they  pursue  a  more  disastrous  course  than  before. 

3.  They  more  frequently  become  cystic,  calcareous,  or  have 
BSes  develop  in  them. 

4.  These  conditions  requiring  operation  according  to  well- 
known  rules  of  surgery,  the  patients  are  in  a  less  favorable 
condition  for  recovery  than  before  the  menopau 

5.  If  the  above  conclusions  are  admitted  to  be  true,  it  must 
follow  that  they  furnish  additional  indications  for  more  fre- 
quent and  earlier  resort  t'>  the  radical  operation. 
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In  the  hands  of  the  best  operators,  in  cases  where  :i  pedicle 
can  hv  secured,  the  mortality  of  supra-vaginal  hysterectomy 
is  rapidly  approaching  that  of  ovariotomy. 


DISCUSSION. 

Dii.  C.  Kollock,  of  Cheraw,  B.  C. — I  have  seen  a  good  many 
fibroids  at  the  menopause,  and  I  find  if  they  are  not  cystic,  they 
are  solid.  My  experience  has  been  that  they  are  very  apt  to  be 
solid  after  the  menopause,  and  reduced  in  size.  If  they  continue 
they  are  usually  found  to  be  cystic. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C. — Dr.  Johnson,  in  the 
beginning  of  his  paper,  spoke  of  the  advisability  of  operating 
for  uterine  fibroids,  after  the  menopause,  and  I  desire  to  indorse 
what  he  has  said.  I  am  conversant  with  some  of  the  cases  de- 
scribed by  him.  I  well  remember  having  a  few  of  these  cases  to 
deal  with  shortly  after  my  connection  with  the  Columbia  Hospital 
in  Washington.     They  were  exceedingly  difficult  cases. 

I  prepared  an  article  on  this  subject,  which  was  read  before  the 
American  Association  of  Obstetricians  and  Gynecologists,  in 
Philadelphia.  I  wrote  the  paper  just  after  operating  on  some  of 
these  cases,  and  the  thought  occurred  to  me  that  any  surgeon 
who  would  treat  them  for  years  and  let  them  go  on  until  almost 
everv  organ  and  tissue  in  the  abdomen  was  involved,  was  assuming 
a  great  responsibility.  Should  the  surgeon  be  called  upon  to 
operate  in  a  case  of  this  kind  and  the  patient  die,  he  ought  not  alone 
to  be  held  responsible.  When  I  read  that  paper  I  said  that  all 
fibroid  tumors  growing  in  the  abdominal  cavity  should  be  removed. 
With  that  axiom  I  met  with  a  great  deal  of  opposition,  and  I 
expect  to  meet  with  it  in  this  Society.  I  still  adhere  to  what  I 
then  said.  Electricity  may  or  may  not  remove  these  growths ; 
but  after  we  have  tried  all  other  remedies  and  have  not  secured 
a  cessation  of  the  growth,  it  should  be  removed  surgically.  The 
former  statistics  of  ovariotomy  were  not  so  good  as  are  those  of 
hysterectomy  to-day. 

Dr.  George  J.  Engelmann,  of  St.  Louis,  Mo. — We  are 
indebted  to  Dr.  Johnson  for  bringing  this  subject  before  us  for 
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discussion;  whilst  the  variable  course  of  fibroid  tumor-  is  well 
known  to  the  members  of  this  Association,  an  erroneous  theory 

still  has  a  firm  hold  on  the  profession  and  the  laity,  namely,  that 
the  menopause  will  bring  relief,  and  after  the  change  of  life  the 
annoying  Bymptoms  will  cease  and  the  tumor  pass  away;  the 
family  physician  urges  delay  on  this  account,  believing  in  this 
long-taught  creed.  True,  a  change  is  likely  to  come,  but  often 
for  the  worse  ;  we  know  that  it  is  a  dangerous  period,  when  fibroid 
tumors  are  rather  more  prone  to  rapid  development  than  to  retro- 
grade metamorphosis.  I  have  seen  uterine  fibroids,  previously 
dormant,  suddenly  become  active,  and  again,  large  tumors  com- 
pletely disappear.  An  extraordinary  case  Dr.  Sims  saw  with  me — 
next  to  the  largest  fibroid  he  had  ever  seen — and  that  tumor  dis- 
appeared, not  after  treatment,  I  believe,  but  after  the  menopause, 
was  reduced  to  such  an  extent  that  it  was  not  noticeable  to  the 
casual  observer  as  the  patient  was  seen  on  the  street ;  at  present 
there  is  no  enlargement  visible  in  the  abdomen,  and  no  change 
necessary  in  the  dress  of  the  patient.  I  have  seen  similar  tumors 
disappear — why,  I  do  not  know — at  the  early  stages,  but  others 
certainly  enter  upon  a  state  of  increased  activity,  and  the  one  is 
as  likely  to  happen  as  the  other,  so  that  we  wrong  our  patient  if 
we  encourage  her  by  the  delusive  assurance  that  the  change  of 
life  will  relieve  her  ills  ;  if  she  is  suffering  annoyance  of  any  kind, 
the  surgeon  should  interfere,  and  not  permit  the  sufferer  to  drag 
out  a  miserable  existence  with  the  possibility  of  increased  misery 
at  the  menopause. 

One  word  writh  regard  to  renal  affections  as  a  complication  of 
uterine  fibromata,  since  Dr.  Johnson  speaks  of  these,  and  likewise 
mentions  enlargement  of  the  ureters  in  one  such  case.  I  look 
upon  the  renal  disease  as  secondary,  and  due  to  interference  with 
the  ureter  and  not  with  the  kidney  direct.  I  have  had  occ 
to  observe  a  number  of  these  cases  in  which  pressure  upon  the 
ureter  was  evident  and  undoubtedly  the  cause  of  the  renal 
symptoms,  and  I  believe  that  this  is  far  oi'tener  true  than  that 
pressure  direct  upon  the  kidney  causes  a  nephriti 

Dr.  Joseph  Price,  of  Philadelphia,  Pa. — Dr.  Engelmann  has 
given    us   a  valuable    paper   on   the   subject   of  pelvic  di 
and  the  causal  relation  it  bears  to  vesical,  ureteral,  and   renal 
troubles. 
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The  cases  reported  by  Dr.  Johnson  arc  common  and  compli- 
d  conditions  due  to  delay,  and  we  classify  them,  raosl  of  as, 
neglected  cases  when  they  come  to  as.     As  pelvic  Burgeons  we 

it  this  subject;  please  do  not  understand  that 
we  are  operating  upon  every  fibroid  that  comes  to  us.  We  are 
just  as  guilty  as  the  rest  of  you  in  sending  such  ease-  homo.  A 
woman  bleeds  occasionally,  irregularly,  or  profusely,  for  eight  or 
ten  days,  and  we  send  Buch  patients  home  for  general  treatment' 
giving  them  also  a  little  counsel,  but  the  time  comes  at  last  when 
someone  has  to  deal  with  them  at  a  late  period.  I  do  not  hesitate 
to  urge  the  removal  of  the  appendages  in  all  small  fibroids,  as  it 
will  save  many  horrible  hysterectomies  and  Porros  and  retrograde 
changes  that  take  place  in  the  history  of  these  tumors.  I  have 
done  four  Porros  the  last  year  for  fibroids.  This  is  a  large  number 
in  one  year,  and  the  numbers  are  swelling  of  the  neglected  cases 
with  the  loss  of  both  mother  and  child.  The  operations  are  done 
too  late  or  not  at  all. 

Dr.  Johnson  made  a  narrow  escape  in  one  case.  If  it  had 
fallen  into  the  hands  of  some  practitioner  with  less  judgment  and 
experience,  a  death  would  have  been  recorded,  and  that  death 
would  have  influenced  not  a  few  women  against  operative  inter- 
ference who  had  made  up  their  minds  to  have  sections  done  for 
cystoma  without  delay.  Cystiform  degenerations  are  common, 
and  the  rapid  growth  of  fibroids  after  the  menopause  is  not 
uncommon.  Dr.  Keith  operated  upon  his  cases  after  they  were 
very  far  advanced.  Many  of  you  have  read  the  history  of  his 
thirty-eight  or  forty  hysterectomies.  Most  of  the  patients  were 
sent  home.  They  were  kept  under  observation  for  some  time ; 
he  treated  them  carefully  in  a  general  way,  notwithstanding  the 
condition  of  many  of  them  was  alarming.  Had  he  at  the  first 
visit  operated  upon  these  patients  he  would  not  have  lost  these 
cases.  It  is  not  the  operation  that  kills  in  these  cases,  but  it  is 
the  retrograde  changes,  the  diseased  kidney,  the  universal  adhe- 
sions, the  complications  and  the  delay  that  result  in  the  loss  of 
such  patients.  I  would  advise  early  removal  of  the  appendages 
in  small  fibroids  before  we  have  alarming  degrees  of  anemia,  and 
later  the  removal  of  any  multinodular  fibroids  while  the  patient 
is  healthy,  before  papillomatous  changes  in  the  viscera  have  taken 
place,  or  changes  due  to  pressure.     In  ray  experience  they  occur 
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sometimes  a.»  rapid]  >ma,  and  the  treatment  is  pre< 

me   as   that  of  ovariotomy,  and  the  results  quit* 
when  clone  early.     A  healthy  tumor  removed   from   a    healthy 
peritoneal  cavity  is  one  of  the  safest  and  surest  of  all  abdominal 
operation-. 

Dr.  Johnson,  in  closing  the  discussion  said,  that  as  the 
speakers  had  simply  confirmed  the  points  in  bifl  paper,  and  there 
were  no  questions  to  answer,  he  had  nothing  further  to  say. 


THE    SURGICAL    TREATMENT    OF    ANTERIOR 
DISPLACEMENTS  OF  THE  UTERI- 


By  Charles  A.  L.  Reed,  M.D., 
Cincinnati,  Ohio. 


Anterior  displacements  of  the  uterus,  when  they  exist  to 
the  pathological  degree,  are  the  opprobria  of  the  gynecic  art. 
It  is  indeed  true  that  many  wombs  lean  far  forward  without 
inducing  symptoms,  but  it  is  likewise  true  that  many  of  them 
that  are  thus  malpoised  do  entail  symptoms,  objective  and  sub- 
jective, that  frequently  baffle  our  resources.  It  is  a  misfor- 
tune, too,  that  many  of  all  the  displacements  to  which  the 
womb  is  liable,  those  in  which  the  organ  deviates  anteriorly 
to  the  normal  axis  are  vastly  the  more  prevalent.  Thus,  in 
an  aggregate  of  four  hundred  and  ninety-four  cases  by 
Monat,  Meadows,  Scanzoni,  Valleix  and  Hewitt,  quoted  by 
Thomas  and  Muude,  there  were  two  hundred  and  ninety-four 
anteflexions  and  one  hundred  and  eighty  retroflexions  ;  while 
Munde  himself  reports  two  hundred  and  ninety-four  ante- 
flexions,  thirty-three  retroflexions,  and  ten  latero-flexions  in  a 
total  of  three  hundred  and  thirty-seven  cases.  As  the  latter 
authority  is  disposed  to  look  upon  anteflexions  in  minor 
stages  as  "  a  physiological  (even  congenital)  condition  "  it  is 
legitimate  to  infer  that  his  statistics  arc  based  upon  observa- 
tions of  displacements  in  the  pathological  degree.  The  con- 
clusion is  forced  upon  us,  then,  that  of  all  the  displacements 
of  the  uterus  those  of  the  anterior  variety  are  the  more  fre- 
quent; while  the  records  of  practice  will  force  us,  likewise, 
to  the  conclusion  that  of  all  the  womb  displacements  those  of 
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anterior  variety  are  Less  amenable  to  treatment  than  arc  any 
oC  the  others. 

It  is  not  designed  here  to  discuss  all  of  cither  the  etio- 
logical or  pathological  factors  involved  in  these  cases,  but  to 
allude  to  such  of  them  only  as  may  be  necessary  to  give  point 
to  suggestions  of  practice.  Among  the  causative  conditions 
may  be  mentioned  (1)  all  enlargements  of  the  upper  portion 
of  the  nteni-,  hyperplastic  and  neoplastic;  (2)  downward  trac- 
tion by  the  anterior  vagina]  wall,  as  in  cases  of  cystocele  con- 
sequent upon  laceration  or  insufficiency  of  the  perineum  ;  and 
(3)  backward  traction  by  contraction  of  the  utero-sacral  liga- 
ments. There  are  many  minor  causative  conditions  which 
may  with  propriety  be  grouped  in  cither  of  the  foregoing  classi- 
fications. The  essential  pathological  conditions  involved  in 
anterior  displacements  are  (1)  anteversion,  mechanical  inter- 
ference with  the  venous  circulation,  resulting  in  pae 

»n  and  consequent  nutrient  disturbance  in  both  the 
endometrium  and  the  parenchyma  of  the  organ  ;  and  (2) 
anteflexion,  atrophy  of  the  anterior  wall  at  the  angular  flexion, 
partial  or  complete  occlusion  of  the  canal  at  that  point,  reten- 
tion of  secretions  and  secondary  changes  within  the  endome- 
trium. 

The  true  logic  of  treatment  in  these,  as  in  all  other  < 
is,  first,  to  remove  the  cause  whenever  practicable  and,  next, 
to  overcome  conditions  which  have  become  established  through 
the  persistence  of  those  causes. 

In  the  discussion  of  treatment  iu  this  paper  the  term  "  sur- 
gical" is  employed  in  contradistinction  to  any  method  of  treat- 
ment by  pessaries,  tamponade,  or  electricity.  It  may  be  pre- 
mised that  all  surgical  methods  devised  for  the  relief  of  these 
conditions  should  be  directed,  first,  to  the  removal,  when 
practicable,  of  the  causes  of  the  diseased  conditions  proper, 
and,  finally,  to  the  readjustment  of  the  disi  ana  to  the 

normal  physical  forces  of  the  pelvis. 

The  treatment  of  anterior  displacements  that  depend  for 
their  existence  upon  either  hypertrophic  or  neoplastic  enlarge- 
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-  must  resolve  itself  into  the  treatment  of  those  condi- 
tions and  need  n<>i  be  mentioned  further  in  this  connection. 

In  the  treatment  of  anteversions  complicated  with  perineal 
insufficiency  and  cystooele  Bhonld  be  based  apon  a  full  recog- 
nition of  the  causa]  relation  which  the  intra-va<rinal  conditions 
sustain  to  the  displacements.  It"  we  look  upon  t\u-  uterus  as 
pie  lever  with  the  fulcrum  furnished  at  and  by  the  pelvic 
diaphragm  we  can  readily  understand  how  downward  trac- 
tion upon  the  cystic  wall  is  calculated  to  draw  the  uterus 
forward,  remembering,  as  we  do,  that  the  utem-v 
attachment  is  higher  anteriorly  than  is  the  utero-sacral 
attachment  posteriorly.  Reposition  of  the  malpoised  organ 
can  he  of  little  avail,  while  an  effort  to  retain  it  by  pessaries 
or  tampons,  if  not  actually  mischievous,  can  only  prove 
tentative  so  long  as  the  causal  condition  persists.  It  has 
been  my  rule  for  several  years  to  treat  these  cases  as  fol- 
lows :  I  denude  the  anterior  vaginal  wall  from  a  point  at  the 
lower  edge  of  the  bulging  septum  upward,  the  area  forming 
an  ellipse  varying  in  length  from  two  to  three  inches  and 
in  breadth  from  an  inch  to  an  inch  and  a  half.  So  far  the 
operation  does  not  differ  from  the  ordinary  procedure  for 
the  relief  of  cystooele.  At  the  upper  extremity  of  the  ellipse, 
however,  and  continuous  with  it,  I  remove  a  patch  of  tissue 
the  width  of  the  cervix  and  extend  this  denudation  back  over 
the  anterior  wall  of  the  cervix.  The  vesico-vaginal  septum 
is  now  narrowed  in  the  usual  way  by  interrupted  sutures  of 
silkworm  fibre  until  the  point  is  reached  where  what  may  be 
properly  called  the  extension  of  the  dissection  is  reached. 
Instead  of  narrowing  this  particular  area  the  cervix  is  simply 
stitched  fast  to  it  by  interrupted  sutures  extending  laterally 
first  through  the  vaginal  membrane,  next  through  the  cervi- 
cal membrane.  In  this  way  the  cervix  is  secured  in  its  for- 
ward position  and  the  fundus  is  thrown  upward  and  back- 
ward. The  further  advantage  is  realized  in  that  the  tendency 
of  the  uterus  to  ascend  furnishes  a  convenient  suspensory 
arrangement  for  the  wall  of  the  bladder,  thus  resisting  a  pos- 
sible tendency  to  the  recurrence  of  the  cystocele. 
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Since  J  became  conversant  with  the  views  of  Schultze  I 
have  become  more  and  more  convinced  thai  the  chief  etiologi- 
cal factor  in  cases  of  anteflexion  Is  to  be  found  in  contractions, 
either  congenital  or  inflammatory,  of  the  ntero-sacral  liga- 
ments. There  are  to  my  mind  relatively  few  cases  of  ante- 
flexion of  either  fundus  or  cervix,  or  both,  in  which  this  con- 
tracture does  not  play  an  important  part,  a  fact  which  accounts 
largely  for  sacralgia  and  retro-uterine  tenderness  as  persistent 
symptoms  in  this  deformity.  For  the  relief  of  this  condition, 
rest,  pelvic  depletion,  and  manipulations  such  as  are  recom- 
mended by  Schultze  for  the  stretching  of  the  ligaments,  should 
be  practised.  In  a  few  cases  in  which  I  have  done  abdominal 
section  for  other  purposes  I  have  divided  these  ligaments, 
having  first  passed  ligatures  through  each  ligament  and  to 
either  side  of  the  proposed  incision.  The  result  was  the 
immediate  relief  of  the  tension  and  the  recovery  of  my 
patients  without  the  persistence  of  sacral  pain  which  is  so 
frequently  an  annoyance  in  the  sequel  of  these  cases  in  which 
this  contraction  exists  and  is  not  relieved.  I  do  not  wish, 
however,  to  be  understood  as  advising  this  procedure  as  a 
primary  operation. 

There  are  certain  cases,  however,  in  which  there  is  per- 
sistent trouble  from  the  flexure  after  the  contraction  of  the 
ligaments  has  been  overcome.  In  these  cases  the  continuance 
of  trouble  is  manifested  by  vesical  pressure,  obstructive  dys- 
menorrhcea,  and  sterility.  For  the  relief  of  these  conditions  I 
have  devised  an  operation  which  is  really  but  an  adaptation 
of  the  principle  enunciated  by  Dudley,  whose  operation  in 
turn  is  but  a  modification  of  that  of  posterior  cervical  incision 
devised  by  Sims.  The  technique  is  essentially  as  follows: 
The  patient  is  placed  in  the  same  position;  the  vagina  is  ren- 
dered aseptic;  the  cervical  canal  is  vigorously  curetted  pro- 
viding there  is  an  evident  catarrhal  condition  of  the  mem- 
brane; the  posterior  lip  is  seized  with  a  vnlsellnm,  drawn 
downward,  and  divided  up  to  the  vaginal  juncture  ;  the 
lips  thus  formed  are  now  separated  and  from  the  raw  surface 
of  cadi  a  crescentic  piece  of  tissue  is  removed.     This  d 
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tion  does  not  involve  the  endooervium  but  it  dips  down  ■ 
quarter  of  an  inch  on  the  outer  side  and  extends  on  the  entire 
Length  of  the  cut  Burface.     A  curved  needle  with  the  eye  in 

the  point  is  now  passed  into  the  lower  end  of  the  right  lip  of 
the  cervix,  and  is  passed  beneath  the  surface  Longitudinally 
with  the  cut  and  brought  outat  the  upper  angle  of  the  incision. 

It  is  now  threaded  with  silkworm  fibre  and  withdrawn.  The 
left  lip  is  now  treated  similarly.  The  two  Ligatures  thus 
passed  are  drawn  up  and  tied.  It  will  now  he  found  that 
the  preexisting  normal  os  has  been  transposed  upward  and 
backward  the  distance  of  the  intra-vairinal  segment  of  the 
cervix.  It  will  be  further  observed  that  the  anterior  wall  of 
the  uterus  in  its  entire  length  has  been  largely  straightened  ; 
and  it  will  he  further  found,  on  passage  of  the  sound,  that  the 
utero-cervical  canal  is  nearly  straight  and  practically  free  from 
obstruction.  It  has  been  suggested  by  operators  ail  the  way 
from  Sims  to  Dudley  that  the  anterior  wall  should  be  incised 
at  the  points  of  flexure.  This  is  a  dangerous  expedient.  The 
amount  of  atrophy  which  always  exists  in  the  anterior  wall 
where  it  is  kinked  cannot  be  accurately  estimated,  nor  can  any 
so-called  uterotome  be  gauged  to  avoid  possible  wounding  of 
the  circular  artery.  Even  if  it  can  be  incised  safely  so  far  as 
hemorrhage  is  concerned,  it  may  prove  futile  by  the  imme- 
diate union  of  smoothly  incised  but  closely  approximated 
surfaces.  If  these  surfaces  are  kept  apart  by  any  such 
mechanical  device  as  a  dilating  stem  the  danger  from  septic 
infection  becomes  imminent. 

A  plau  for  treatment  of  flexures  which  lias  become  very 
popular  of  late  years  is  that  of  forcible  dilatation.  I  have 
only  a  word  to  offer  under  this  head.  Forcible  dilatation  is 
a  blind  operation  whether  we  use  the  instruments  devised  by 
Goodell  or  by  any  other  of  the  numerous  operators  in  this 
field;  the  fact  remains  that  we  cannot  estimate  either  the 
force  employed  through  the  instrument  or  the  power  of  resist- 
ance possessed  by  the  cervix.  In  view  of  this  fact,  and  in 
view  of  the  further  fact  that  this  operation  cannot  be  prac- 
tised without  more  or  less  contusion,  and  in  many  instances 
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laceration  of  the  intra-cervica]  structures,  we  must  conclude 
that  Beptic  infection  La  very  liable  to  follow  it-  adoption.  It 
may  be  said  that  proper  aseptic  precautions  have  not  been 
practised  in   a  given  case  In  which  purulent  accumulations 

exist   in   either    the   cellular    tissue  or    the    appenda; 

sequel  of  the  operation.     I  have  had  these  unfortunate  results 

in  east's  in  which  I  was  entirely  satisfied  as  to  my  aseptic 
precautions.  I  have  irritated  the  vagina  with  one  to  one 
thousand  bichloride  solution,  I  have  curetted  the  cervix  and 
washed  out  the  canal,  I  have  boiled  my  instruments  and  par- 
boiled my  hands,  and  I  have  done  the  dilatation  under  a  con- 
tinuous stream  of  phenolized  water,  and  still  the  mischievous 
consequences  ensued.  It  was  evident  that  this  was  not  the 
result  of  inoculation  by  pus-formers  from  without,  but  that 
the  mischief  came  from  the  destruction  of  tissues  incident  to 
pressure,  the  amount  of  which  I  could  not  estimate,  and  the 
disastrous  consequences  of  which  upon  the  molecular  ele- 
ments of  the  tissues  I  could  not  foretell.  It  is  in  this  trau- 
matism to  the  cervix  that  we  have  a  starting-point  of  cellu- 
lar abscesses  and  pus-tubes.  I  therefore  look  upon  this  opera- 
tion with  grave  distrust,  and,  although  we  may  be  forced  to 
resort  to  it  in  exceptional  cases,  I  feel  that  it  were  better  that 
we  limit  its  application  to  the  fewest  possible  instances. 
In  conclusion,  then,  I  desire  that  the  Society  consider  : 

1.  The  etiological  relationship  of  contracture  of  the  utero- 
sacral  ligaments  to  anteflexion. 

2.  The  possibility  of  overcoming   this  condition    by 
conservative  measures  as  rest,  pelvic  depletion,  and  appropriate 
manipulations. 

3.  The  feasibility  of  removing  the  obstructive  dysmenor- 
rhea and  the  sterility  usually  incident  to  these  cases  by  the 
plastic  operation  which  I  have  describ 

4.  The  inexpediency  of  forcible  dilatation  for  the  relief  of 

-  and  its  inability  to  effects  permanent  cur.. 
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DISCUSSION. 

Dr.  Vam'I.i:  Yeei:.  of  Albany,  N.  Y. — I  would  like  to  aak 
Dr.  Reed  whether  dysmenorrhea,  where  it  is  a  complication,  ifl 

relieved? 

Dr.  Reed. — I  will  say  in  reply  to  Dr.  Vander  Veer,  that  the 
patients  have  been  entirely  relieved  so  far  as  dysmenorrhea  is 
concerned,  except  perhaps  in  one  or  two  instances  where  there 
were  distinct  ovarian  symptoms.  Where  we  have  follicular  de- 
generation of  the  ovaries,  with  each  menstrual  flux  of  blood  we 
have  recurrence  of  the  pain,  but  the  obstructive,  uninterrupted 
pain,  characteristic  of  dysmenorrhoea  prior  to  operation,  has  dis- 
appeared. 


THE     TAUT    THE    SHOULDERS     PLAY     IN 

PRODUCING     LACERATION    OF    THE 

PERINEUM,  WITH  SUGGESTIONS 

FOR    ITS    PRKYKXTION. 


By    W.    D.    II  kGGARD,    M.D.. 

■7/t.  Term. 


The  most  important  point  connected  with  the  second  Btage 

of  labor,  and  the  most  delicate  task  the  accoucheur  has  to 
fulfil,  is  to  properly  care  for  and  protect  the  perineum  during 
the  exit  of  the  child's  head  and  shoulders. 

The  wide  divergence  of  opinion  prevailing  among  the  ablest 
and  best  authors  on  obstetrics  with  reference  to  this  subject 
betrays  such  a  want  of  agreement  on  many  questions  con- 
nected with  the  mechanism  of  head  and  shoulder  delivery  that 
I  feel  some  hesitancy  in  presenting  my  views  on  a  subject 
which  has  been  so  often  and  so  ably  handled.  Perinea]  sup- 
port in  some  form  or  other  was  long  recommended  by  most 
obstetrical  authorities,  but  such  support  was  for  the  most  part 
confined  to  the  period  occupied  in  the  passage  of  the  head, 
ignoring  any  claim  the  perineum  might  have  to  support  dur- 
ie  more  perilous  passage  of  the  shoulders, 

Smellie  advocated    the    artificial  dilatation    of  the  outlet  ; 
Roederer,   pressing   the   perineum    in   the   direction    of  the 
sacrum  ;  Puzo, stretching  and  lubricating  the  parts  ;  Hamilton, 
linburgh,  with  Puzo  in  the  use  of  lubricants,  but 

further  advised  that  the  perineum  be  cautiously  pushed 
over  the  fece  and  chin  when  the  head    i>    being  bom.      All  of 
lures,  afi  we  shall  see,  differ  widely  from  tiie  more 
modern  practice. 
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Dr.  Ramsbotham  says :  i(As  soon  as  the  head  lms  come  to 
pr  as  u]>«)!i  the  external  parts,  it  becomes  our  duty  to  take 
'MM-  seal  by  the  bedside,  and  never  move  from  our  position 

until  the  child  has  passed.  This  we  do  to  prevent  lacera- 
tion. Place  your  elbows,"  he  continues,  "against  the  bed- 
stead, regarding  it  as  a  fixed  point,  and  allow  the  perineum 

to  be  forced  againsl  your  hand." 

This  dogmatic  teaching,  coming  from  one  of  the  most  dis- 
tinguished obstetricians  of  his  day,  probably  exercised  a 
greater  influence  in  favor  of  perineal  support  on  the  pro- 
onal  mind  than  did  all  his  predecessors. 

Many  years  ago  in  a  case  of  forceps  delivery,  I  looked 
with  great  care  alter  the  delivery  of  the  head,  to  see  if  any 
laceration  had  occurred,  and  found  only  a  slight  tear.  After 
the  passage  of  the  shoulders,  I  found  the  tear  extended  down 
to  the  verge  of  the  sphincter  ani.  This  case  made  an  indelli- 
ble  impression  on  my  mind,  and  from  that  time  until  the 
present  I  have  never  failed  to  make  an  ocular  inspection  both 
after  the  passage  of  the  head,  and  again  after  the  passage  of 
the  trunk  and  shoulders.  I  am  sorry  to  say  that  I  can  now 
vividly  recall  a  number  of  cases  in  which  I  have  found  a 
similar  result,  especially  in  forceps  deliveries  for  some  ab- 
normality which  would  have  resulted  in  rupture  without  their 
use.  For  a  long  time  I  consoled  myself  with  the  thought 
that  the  unfortunate  cases  occurred  in  women  in  which  there 
was  a  disproportion  between  the  size  of  the  head  and  shoul- 
ders, or  between  the  vulvar  outlet  and  the  child.  A  larger 
experience  and  a  closer  observation  of  the  mechanism  of  head 
and  shoulder  deliveries  has  convinced  me  that  a  large  number 
of  lacerations  that  occur  arc  avoidable  with  the  precautions 
which  experience  has  taught  me  are  required. 

Lacerations  in  a  certain  per  cent,  of  cases  and  under  certain 
conditions  are  wholly  unavoidable,  do  what  we  may  to  prevent 
such  a  result.  A  knowledge  of  this  fact  has  probably  kept 
back  for  ages  advances  and  improvements,  especially  in  the 
way  of  determining  the  proper  application  of  the  much- 
needed  support.     That  the  mode  of  supporting  the  perineum 
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for  ages  was  faulty  in  the  extreme,  I  propose  to  -how.     I 

think  a  little  reflection  will  make  it  plain  that  the  earlier 
writers  on  obstetric  medicine,  as  well  as  Borne  of  the  present 
day,  placed  entirely  too  much  stress  on  perinea]  Bupport.  It 
is  equally  plain  that  they  attached  too  much  importance  to 
the  head  as  a  factor  in  effecting  lacerations. 

If  we  recall  for  a  moment  the  mechanism  of  the  delivery 

of  the  head  and  compare  it  with  the  more  speedy  delivery  of 
the  shoulders,  and  reflect  upon  the  requirements  of  Nature,  it 
is  obvious  that  so  far  as  dilatation  is  concerned,  that  the  func- 
tional activity  of  the  physiological  requirements  by  which 
dilatation  is  effected  is  much  better  provided  during  the  slovi 
stretching  effected  by  the  head  than  the  rapid  distention  in- 
duced by  the  passage  of  the  shoulders. 

Goodell  is  perhaps  more  pronounced  in  his  opposition  to 
perineal  support,  and  gives  more  cogent  and  plausible  reasons 
therefor  than  anyone  who  has  written  on  the  subject.  He 
considers  the  word  "support"  a  misnomer  as  applied  t<>  th; 
perineum,  and  that  the  head,  instead  of  the  perineum,  needs 
support.  lie  thinks  that  if  the  support  ever  does  any  good, 
it  is  by  retarding  the  head  through  the  interposed  perineum, 
and  that  the  good  thus  obtained  is  overbalanced  by  the  evil. 
He  suggests  that  if  tiie  hand  be  held  continually  against  the 
perineum,  it  becomes  unyielding  and  incapable  of  equable 
dilatation,  and  the  strain  is  thrown  on  the  fourchette. 

His  instruction  for  supporting  the  head  in  its  exit  through 
the  vulvar  outlet  is  admirable.  He  holds  that  when  the  pains 
are  abnormally  strong,  the  passage  of  the  head  should  be 
retarded  by  supporting  it  with  two  fingers  in  the  rectum, 
while  with  the  thumb  of  the  same  hand  he  makes  the  needful 
restraining  pressure  upon  the  head. 

If  with  the  passage  of  the  head  the  danger  was  ended,  his 
dicta  would  be  perfect,  but,  unfortunately,  it  is  not.  Irish- 
man says:  "It  is  not  by  the  passage  of  the  head  that  the 
most  serious  lacerations  are  effected;  they  are  often  cum- 
in need  by  this,  but  it  is  the  passage  of  the  shoulders  which 
extends  the  rupture." 

S  Surg  1 S 
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It  ia  singular  thai  Goodell,  in  his  able  and  comprehensive 
d(  Bcription  of  the  management  of  head  deliveries,  should  have 

overlooked    the  fact  that  the  BhouldeTS   Bhould    be  an  object  of 

even  more  solicitude  on  account  of  the  greater  peril  to  the 

perineal  BtructUtf  9. 

Lusk  says:  "In  the  majority  of  cases  the  shoulders  are 
expelled  spontaneously  ;  Btill,  it  is  a  good  plan  to  expedite  the 

descent  by  pressure  made  with  the  left  hand  at  the  fundus  of 
the  uterus."  The  above  sentence  IS  SO  much  at  variance  with 
the  sound  teaching  of  its  author, as  well  as  most  other  modern 
authorities,  that  I  am  at  a  loss  to  see  how  he  could  recommend 
pressure  over  the  fundus  to  expedite  labor  when  it  is  so  de- 
sirable that  the  shoulders  should  be  allowed  all  the  time  j 
sible  to  effect  dilatation  in  the  perineum  now  firmly  contracted 
around  the  child's  neck.  "  Unless  there  are  symptoms  of 
threatened  asphyxia  in  the  child/' says  Leishman,  "  or  cir- 
cumstances which  demand  immediate  delivery,  we  should  not 
in  any  way  interfere  in  the  birth  of  the  trunk,  which  will  be 
naturally  effected  after  a  short  pause,  generally  counted  by 
seconds." 

Thus,  we  find  Leishman  squarely  in  opposition  to  Lusk  in 
his  advice  to  expedite  the  descent  of  the  trunk  by  pressure 
made  with  the  left  hand  at  the  fundus  of  the  uterus.  It  is 
true,  he  says  in  the  next  sentence :  "  Care  must  be  takeu  lest 
the  lower  shoulder  convert  a  slight  tear  in  the  perineum  into 
an  extensive  laceration,"  a  contingency  all  the  more  likely  to 
occur  if  the  delivery  be  expedited  by  pressure  as  he  directs. 
Then  follows  this  most  judicious  counsel  :  "The  right  hand 
should  therefore  Ik;  applied  to  the  perineum  in  such  a  way  as 
to  lift  the  shoulders  upward,  and,  at  the  same  time,  furnish  a 
bridge  over  which  it  can  glide  in  its  movement  forward." 
While Playfair,  Leishman,  and  Lusk  all  recognize  the  serious 
danger  encountered  in  the  delivery  of  the  shoulders,  none  of 
them,  except  Lusk,  make  provision  for  tiding  the  perineum 
over  the  last  and  most  serious  danger  of  laceration  during 
the  passage  of  the  shoulders. 

During  the  passage  of  the  cephalic  ovoid,  the  pressure  is 


II -.  D.  HAGGARD.  227 

equally  distributed  over  the  entire  surface  of  the  vulvar  out- 
let, bo  that  every  fibre  and  tissue  entering  into  the  complex 
anatomical  structure  of  the  perineal  body  is  placed  under 
contribution,  and  thus  the  highest  functional  activity  of  the 
organ  is  attained. 

As  soon  as  the  head  rotates  on  its  Longitudinal  axis,  and 
the  occiput  emerges  under  the  symphysis  pubis,  the  chin 
er  the  floor  of  the  pelvis,  with  the  head  in  extreme 
extension. 

As  soon  as  it  is  delivered,  flexions  on  its  transverse  axis 
take  place,  the  chin  tails  forward,  concealing  the  perineum 
and  anus,  if  the  woman  be  in  the  dorsal  position,  from  view, 
and  this  may  account  for  the  supposition  that  the  laceration 
discovered  after  the  birth  of  the  child  occurred  during 

the  head.  The  perineum  now  rapidly  and  forcibly 
contract-  around  the  child's  neck.  During  the  short  interval 
of  repose  that  follows  the  delivery  of  the  head,  the  uterus 
gathers  itself  for  a  final  effort,  which  speedily  culminates  in  a 
strong  propulsive  pain,  often  of  sufficient  strength,  supple- 
mented by  the  auxiliary  forces,  to  hurl  the  child  forcibly  into 
the  world.  At  this  time  rotation  of  the  shoulders  and  resti- 
tution of  the  head  take  place  almost  simultaneously.  In  the 
baste  to  complete  delivery,  every  means  is  resorted  to  by  some, 
such  as  compression  of  the  fundus,  and  even  pulling  upon  the 
neck,  and  hence,  I  urge,  it  becomes  us  to  keep  well  in  mind 
the  mechanism  of  labor,  and  restrain  the  delivery  of  the 
shoulders  until  they  have  adapted  themselves  to  the  long 
diameter  of  the  outlet.  The  posterior  shoulder  unsupported, 
as  it  must  be,  with  the  woman  occupying  the  dorsal  position, 
literally  ploughs  its  way  through  the  perineal  body,  Laying  it 
wid<  asunder  in  it-  pas  That  perineal  laceration-  occur 

more  frequently  if  the  woman  be  delivered  in  the  dorsal  p<>-i- 
tion  than  upon  the  -id  has  been  abundantly  proven  by  the 
statistics  of  Schroeder  and  other-. 

Lu.-k  says:  "During  the  third  stage  the  patient'-  p  - 
should  be  left  in  general  to  her  own  volition.  The  phya 
should  accustom  himseli   to  conduct  labor  with  equal  facility. 
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do  matter  whether  the  woman  lies  upon  her  Bide  or  upon  her 
back.      The   lefl    lateral    position,  I    by   English   ac- 

coucheurs, is  very  convenient  at  the  time  of  delivery, 
dally  when  there  is  occasion  to  support  the  perineum,  and 
where,  owing  to  the  flatness  of  the  nates,  the  vulva  La  scarcely 
raised,  in  the  dorsal  posture,  above  the  level  of  the  bedding." 

Ramsbotham  Bays:  u  The  most  convenient,  as  well  as 
posture  which  the  patient  can  take,  and  which  seems  best 
adapted  for  facilitating  the  descent  of  the  head  through  the 
pelvic  outlet,  is  the  one  usually  chosen  in  this  country,  the 
left  side,  with  the  shoulder  inclined  forward  so  that  the  spine 
may  be  somewhat  curved,  the  thighs  flexed  upon  the  pelvis, 
and  the  legs  bent  upon  the  thighs.  In  this  position,  as  has 
been  before  shown,  the  axis  of  the  pelvic  entrance  is  brought, 
as  nearly  as  can  be  accomplished,  into  a  line  with  the  axis  of 
the  trunk  ;  the  muscles  passing  over  the  pelvic  brim,  particu- 
larly the  psoa?,  are  more  perfectly  relaxed  than  in  any  other." 
Hence  it  follows  that  the  obstetrician  who  has  due  regard  for 
the  integrity  of  the  perineum  should  insist  upon  the  patient  oc- 
cupying this  position,  liapid  delivery  is  such  a  frequent  source 
of  laceration  that  it  should  uever  be  encouraged  except  in  the 
face  of  an  emergency  requiring  speedy  delivery  either  in  the; 
interest  of  the  mother,  or  child,  or  both.  In  forceps  cases  all 
possible  safeguards  should  be  thrown  around  the  vulvar  out- 
let to  protect  it  from  injury  by  desisting  from  tractile  efforts 
during  the  acme  of  pain  ;  and  as  soon  as  the  head  begins  to 
emerge  from  under  the  symphysis,  the  forceps  should  be  re- 
moved, and  the  labor  left  to  the  natural  resources.  The  head 
should  now  be  supported  as  hereinafter  directed,  and  the  de- 
livery of  the  shoulders  should  be  effected  under  such  restrain- 
ing influences  as  will  insure  the  protection  of  the  perineum,  if 
possible. 

I  have  shown  that  the  shoulders  are  responsible  for  the 
major  part  of  perineal  tears,  frequently  by  extending  a  slight 
rupture  into  a  deep  laceration,  often  through  the  sphincter 
ani,  extending  up  the  gut  to  a  greater  or  less  degree.  Why 
is  this  so?     A  little  reflection  will   make   it  apparent  that 


W.  D.  HAGGARD. 

is  a  pood  and  sufficient  reason  found  in  the  fad  that  the 
oval  shape  of  the  head  gradually  effects  an  equable,  well-di- 
rected pressure  upoo  each  and  every  tissue  forming  the  pelvic 
outlet,  while  each  recurring  pain  brings  into  requisition 
some  new  force  until  the  entire  structure  is  laid  under  con- 
tribution in  bringing  into  play  the  highest  and  fullest  physio- 
logical function  of  the  perineal  body.  When  dilatation  to  its 
fullest  extent  is  obtained,  it  generally  admits  the  passag 
the  head  without  rupturing  the  perineum. 

Whereas,  in  the  delivery  of  the  trunk  and  shoulders,  the 
perineum  is  placed  at  the  greatest  possible  mechanical  disad- 
vantage by  the  increased  power  which  the  uterus  gains  by  its 
diminution  in  size,  effected  by  contractility  after  the  birth  of 
the  head;  besides,  the  perineum,  immediately  after  the  | 
age  of  the  head,  rapidly  and  forcibly  contracts  around  the 
child's  neck.  As  soon  as  the  head  is  horn,  a  short  pause 
ensues;  the  uterus,  now  reinforced  by  additional  contractile 
power,  gathers  itself  for  renewed  effort,  which  is  now  suf- 
ficiently powerful  to  overcome  all  resistance.  Therefore,  if 
the  perineum  cannot  or  will  not  stretch  to  make  room  for  the 
body  to  pass,  it  must  tear,  and  tear  it  will  unless  the  rapid 
advance  of  the  shoulders  be  retarded  by  judicious  support 
until  the  perineum  relax,  as  I  believe  it  will  generally  do, 
especially  if  aided  by  the  relaxing  influence  of  chloroform, 
which  is  both  speedy  and  effectual  in  its  effects. 

This  lesson  teaches  us  the  necessity  of  placing  the  woman 
on  her  left  side,  so  as  to  give  the  accoucheur  a  better  opportu- 
nity to  retard  the  passage  of  the  shoulders  by  affording  the 
needful  support  to  the  presenting  part.     It  is  clear  thai 
dorsal  position  affords  no  facility  whatever  for  restrainin 

*e  of  the  body  when  uterine  contractions  are  sufficiently 
Btrong  to  overcome  the  resisting  powers  of  the  perineal 
body. 

With    this   array  of  facta    before    OS,  T  do    not   think    the 
of  position — at  least, during  the  second  stage  of  labor 
— is  any  longer  a  debatable  question. 

Then,  why  may  we  not  all  nicer  <>n  one  common  plane, and 
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agree  upon  the  Left-side  position  as  the  ideal  one  *<>  1 beerved 

in  obstetric  practice?     If  we,  as  practitioners  of  the  obstetric 

art,  could  agree  upon  this,  and  forever  eschew  the  fallacious 
idea  that  the  perineum  Deeded  support,  and  leave  it  to  take 
care  of  itself,  as  Nature  Intended  it  should  do,  we  might  then 

ie  our  time  and  skill  to  the  support  and  restraining  in- 
fluence of  judicious  and  timely  pressure  applied  to  the  present- 
ing part  of  the  child  until  sufficient  dilatation  of  the  vulvar 
outlet  was  obtained,  to  allow  the  passage  of  the  shoulder-  and 
trunk  with  as  little  disturbance  of  the  perineal  structure  as 
did  the  passage  of  the  head. 

Slowly,  but  surely,  year  by  year,  will  these  great  truth-  30 
plainly  foreshadowed  by  Goodell,  Lusk,  Leishman,  and  Play- 
fair  be  impressed  upon  the  minds  of  the  medical  profession. 
It  is  true  that  every  foot  of  scientific  advance  in  obstetric 
medicine  has  been  contested  by  fallacious  arguments  and 
traditions  that  have  for  centuries  been  handed  down  from 
one  to  another.  It  is  true  that  error  cannot  be  eradicated  in 
a  day;  the  process  must  be  one  of  gradual  evolution,  followed 
by  verification. 

The  suggestions  which  I  wish  to  make  from  a  study  of  this 
paper  are : 

1.  The  patient  should  occupy  the  left  lateral  decubitus — at 
least,  during  the  second  stage  of  labor. 

2.  Overcome  rigidity  of  the  vulvar  outlet  by  the  judicious 
use  of  chloroform. 

3.  The  presenting  part  of  the  child  should  be  supported, 
and  not  the  perineum,  during  the  passage  of  the  head  and 
shoulders. 

4.  Support  the  head  by  pressing  it  well  up  under  the 
symphysis  pubis  by  placing  the  right  thumb  in  the  rectum, 
and  fingers  of  right  hand  expanded  over  the  occiput. 

5.  To  retard  the  exit  of  the  shoulders,  pressure  should  be 
applied  to  the  trunk  and  shoulder  by  placing  index  and 
middle  fingers  of  the  left  hand  in  the  rectum,  with  the  thumb 
in  the  vagina  to  restrain  its  exit. 

6.  With  the  right  hand  restraining  and  supporting  the 
head  and  neck  by  pressing  well  over  the  symphysis  pubis. 
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Dr.  Bedford  Brown, of  Alexandria,  Va. — \  think  the  thanks 
of  the  Association  arc  due  Dr.  Haggard  for  his  excellent  practi- 
cal paper.   It  is  a  subject  of  extreme  interest.    No  accoucheur  but 

dislikes  to  have  a  case  of  perineal  rupture  if  it  be  possible  to  pre- 
vent it.  I  desire  to  discuss  briefly  several  points  in  his  paper.  The 
first  is  the  part  the  shoulders  play  in  the  production  of  laceration  ; 
the  second  is  perineal  support  for  the  prevention  of  laceration. 

I  am  satisfied  that  if  there  is  the  slightest  laceration  when  the 
head  passes  the  perineum,  that  it  is  almost  certain  to  be  enlarged 
and  extended  when  the  shoulders  pass.  J  have  seen  it  occur  so 
often  in  my  practice.  When  the  head  passes  safely,  without  the 
least  rupture  of  the  mucous  membrane,  the  shoulders  pass  safely. 
In  regard  to  the  use  of  perineal  support  to  prevent  rupture  of  the 
perineum,  I  have  resorted  to  it  in  all  sorts  of  fashions  for  the  last 
forty  years.  I  have  been  taught  in  books  and  lectures  that  a 
perineal  support  was  to  prevent  rupture  of  the  perineum.  I 
heard  Meigs,  in  his  lectures,  say  that  support  of  the  perineum 
undertaken  during  the  second  stage  of  labor  was  infallible.  I 
have  not  found  it  so.  I  have  often  supported  the  perineum,  and 
the  head  passed  and  produced  little  rupture.  When  the  shoulders 
came  the  rent  would  run  down  into  the  perineum  near  the  rectum, 
and  sometimes  into  the  rectum.  I  had  to  sew  these  cases  up. 
Within  the  last  few  years  I  have  resorted  to  a  different  procedure. 
My  rule  has  been  to  pursue  the  course  of  gradual  dilatation.  If 
y<>u  will  paralyze  the  muscular  fibres  of  the  perineum  and  pro- 
duce absolute  dilatation,  there  is  little  or  no  danger  of  laceration. 
The  perineum  then  to  the  hand  feels  as  soft  as  soft  rubber  and  is 
dilatable  and  extensible.  My  rule  is  to  lay  the  patient  on  the 
side  with  hips  near  the  edge  of  the  bed,  and  with  the  palmar  sur- 
face of  the  hand  next  to  the  rectum,  I  insert  two  fingers  in  the 
vagina  (my  assistant  administering  chloroform)  and  gradually 
force  toward  the  rectum  at  every  pain  until  the  perineum  re- 
laxes and  gives  way.  In  the  case  of  extreme  rigidity  of  the 
muscular  fibres  in  a  robust  young  woman,  J  have  r.  - 
another  method.     I  take;.-.  peculum — big  blade;  1  put 

that  in  the  vagina,  and  at  each  pain,  while  the  woman  is  under 
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the  influence  of  chloroform,  I  drawback  gently,  the  instrument 
being  at  a  temperature  of  110°,  as  it  goes  better  than  a  old 
instrument  I  keep  ap  that  process  until  I  get  the  perineum 
relaxed.  Tins  has  given  me  great  satisfaction,  I  am  satisfied 
that  the  relaxing  influence  of  chloroform  on  the  general 
system  and  muscular  and  interstitial  fibres  of  the  perineum  tends 
very  decidedly  to  prevent  lacerations.  To  accomplish  this  result 
the  patient  should  he  brought,  at  the  time  when  the  head  begins 
to  impinge  on  the  perineum,  thoroughly  under  the  infiuen 
the  anaesthetic. 

Dr.  George  A.  Baxter,  of  Chattanooga,  Tenn. — It  seems 
to  me  that  the  one  point  Dr.  Haggard  meant  to  emphasize  par- 
ticularly was  that  these  lacerations  were  made  by  quick  delivery, 
and  that  whether  they  were  influenced  by  the  head  or  not  the 
shoulders  played  a  very  urgent  part  in  the  further  tearing  that  was 
done.  And  I  gather  from  his  paper  this  point,  upon  which  I  agree 
with  him  fully,  that  toward  the  latter  part  of  the  delivery,  even 
should  dilatation  be  sufficient  for  the  delivery  of  the  head  there 
is  still  great  necessity  for  care  in  the  delivery  of  the  shoulders  ; 
that  while  the  head  may  have  regained  its  position  with  the 
shoulders,  the  quick  contraction  around  the  neck  may  have  pre- 
vented the  shoulders  from  assuming  the  longitudinal  diameter  of 
the  vulva,  and  consequently  there  might  be  a  rent  made  in  that 
respect. 

Dr.  W.  E.  B.  Davis,  of  Rome,  Georgia. — I  appreciate  Dr. 
Haggard's  paper.  The  point  that  is  of  most  value  to  us  in  the 
last  stage  of  labor,  is  to  let  the  head  be  delivered  slowly.  Use 
chloroform  in  nearly  all  cases,  and  push  it  just  as  the  head  is  being 
delivered.  Let  the  pain  pass  off  before  allowing  the  head  to  come 
through.  This  procedure  will  usually  prevent  laceration  of  the 
perineum.  We  should  not  let  the  head  come  through  during  a 
severe  pain.  I  believe  that  if  the  head  comes  through  safely,  the 
shoulders  can  be  brought  through  without  much  injury  to  the 
perineum  if  ordinary  care  is  exercised. 

Dr.  George  J.  Engelmann,  of  St.  Louis,  Missouri. — Dr. 
Haggard  has  brought  out  many  admirable  points  in  his  paper, 
but  there  is  another  of  which  I  must  speak  as  a  favorite  idea  of 
mine,  viz.,  that  we  should  do  away  with  that  antiquated  expres- 
sion of  "  supporting  the  perineum."  I  have  repeatedly,  though 
not  with   much  emphasis,  attacked  this  term.     Support  of  the 
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perineum,  if  carried  out  as  worded,  means  an  injury  to  the  peri- 
neum.    We  must  protect  the  perineum,  and  this  we  do  in  a  variety 
of  ways,  by  various  manoeuvres,  but  rarely,  if  ever,  by  the 
port  of  the   perineum.     Different   obstetricians   have   different 

methods  for  protecting  the  perineum  in  the  Btage  of  exp- 
and vet  not  any  one  i>  always  satisfactory;  the  method  must 

varv  with  the  individual  case  and   its  exigencies.     In  oni 

the  perineum  is  threatened  by  too  powerful  an  expulsive  effort; 
in  another, by  efforts  at  expulsion  with  the  head  in  an  unfavorable 
position;  and  for  the  preservation  of  the  perineum,  our  protect- 
ing effort  must  be  directed  toward  counteracting  the  existing 
abnormality,  toward  approximating  the  existing  conditions  to  the 
physiological  norm.  Thus,  in  the  first  instance  this  i-  accom- 
plished by  restraining  the  expulsive  efforts  and  holding  back  the 
head  ;  in  the  next,  by  rectifying  the  position  of  the  presenting 
head.  Under  all  circumstances  the  manoeuvres  must  vary  for 
the  purpose  of  protecting  the  perineum,  and  rarely  will  it  be 
necessary  or  even  desirable  to  absolutely  support  or  hold  up  the 
perineum,  and  that  misleading  antiquated  term  should  now  lie 
abandoned  for  the  term  "  protection  of  the  perineum" — the 
saving  of  the  perineum  by  the  counteracting  of  all  abnormal 
conditions,  during  expulsion,  which  might  endanger  that  part. 

Dr.  HAGGARD. — I  tried  to  elucidate  three  points  in  my  paper. 
The  first  was  the  importance  of  placing  the  woman  in  a  proper 
position.  I  hold  that  we  cannot  give  the  necessary  support  to 
the  presenting  portion  of  the  child  when  the  woman  is  lying  on 
her  back.  The  second  point  is  that  we  should  support  the  pre- 
senting part  of  the  child  and  leave  the  perineum  to  take  care  of 
itself.  The  third  point :  when  writing  on  this  subject,  I  found  such 
great  diversity  of  opinion  with  reference  to  the  means  of  support- 
ing the  perineum  and  as  to  the  position  the  woman  should  occupy, 
that  the  average  practitioner  when  he  takes  up  books  to  study 
the  subject  is  in  a  maze  of  thought  as  to  which  is  the  best 
method,  and  I  thought  that  this  would  be  a  good  opportunity  to 
set  forth  the  idea  that  the  woman  should  be  placed  in  a  ; 
position,  and  that  a  support  should  be  applied  to  the  presenting 
head  of  the  child,  and  the  perineum  lett  to  take  care  of  itself,  and 
to  try  to  get  this  idea  established  among  medical  men  and  do 
away  with  the  idea  of  "supporting  the  perineum."  We  should 
do  our  work  in  the  best  mannei 


ABDOMINAL  SECTION  EN  A  CASE  OF  CYST  OF 
THE  MESENTERY,  WITH   REMARKS. 


By  J.  Adrian  Goggans,  M.D.. 
■ader  City,  Ala. 


I  have  been  induced  to  write  this  paper  from  the  feet  that 
of  the  mesentery  are  extremely  rare,  and  operations  for 
their  removal  have  proven  to  be  most  generally  fatal.  De- 
lageniere1  presented  specimens  of  a  tumor  of  the  mesentery  to 
the  Anatomical  Society  of  Paris,  removed  from  a  patient  by 
Guyon.  The  patient  was  a  woman  forty-five  years  of  age, 
suffering  from  epilepsy.  The  tumor  occupied  the  left  hypo- 
chondriac and  lumbar  regions,  and  was  as  large  as  a  foetal 
head.  It  was  increasing  in  size,  and  caused  such  abdominal 
pains  that  Guyon  decided  to  remove  the  fluid  by  aspiration. 
He  removed  thirty-two  ounces  of  a  brownish  fluid  which  con- 
tained albumin,  urea,  phosphates,  and  chlorides.  Within  two 
a  after  the  aspiration  the  tumor  had  increased  to  the  size  it 
had  attained  before  the  operation,  and  the  patient  suffered  such 
pains  that  Guyon  decided  to  open  the  abdomen  and  attempt  to 
remove  the  cyst.  After  opening  the  abdomen,  he  removed  by 
aspiration  twenty-eight  ounces  of  fluid,  and  upon  examination 
the  cyst  seemed  to  originate  in  the  meso-colon.  It  was  Anally 
enucleated,  after  having  ligated  many  large  bloodvessels.  The 
patient  died  on  the  seventh  day  after  the  operation.  Sir 
Spencer  Wells2  has  performed  two  operations  for  tumors  of 
the  mesentery ;  one  of  them  was  solid,  and  the  other  was 
cystic.     He  incised  and  drained  the  cyst,  but  the  patient  died 

1  J.  Ewing  Mears:  Sajous'  Annual  of  Universal  Medical  Science,''  vol.  iii. 

2  Lancet,  May  5,  18S3. 
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within  a  few  weeks  alter  the  operation.      The  solid  tumor  v 
successfully  removed  by  enucleation.     Greig-Smith1  mentions 
seven  eases  of  Lipoma  of  the  m  in  which  operations 

were  performed  for  their  removal.  Mr  describ  -  them  :i- 
follows:  Torrillon2  presented  a  patient  to  the  Academy  of 
Medicine  of  Paris,  from  whom  he  had  removed  lipoma  of  the 
mesentery  by  enucleation.  Ilomans1  has  performed  two  oper- 
ations for  the  removal  of  lipoma  of  the  mesentery.  One  of 
them  was  a  male,  thirty-nine  years  of  age.  His  first  attempt 
to  remove  the  tumor  in  this  ease  was  a  failure,  but  a  BUCO 
fill  operation  was  performed  some  months  afterward.  The 
patient  finally  died  from  shock.  The  second  ease  was  thai 
a  woman  sixty  years  of  age,  in  every  way  similar  to  the  first 
case.  This  patient  likewise  died  from  shock.  Dr.  Calvin 
Ellis,  according  to  Homans,  had  a  similar  case.  Three  cat 
of  lipoma  of  the  mesentery  arc  described  in  the  Transactions 
of  the  Putholof/ical  Society  of  London.  And  Cooper  Forster,4 
in  1868,  showed  a  large  fatty  tumor  at  t\v.'  Pathological  So- 
ciety of  London,  removed  from  a  woman  after  death.  Pean8 
describes  three  operations  for  cystic  tumors  of  the  mesentery, 
with  only  one  success.  Watts6  describes  another  operation  for 
cyst  of  the  mesentery.  In  this  case  the  tumor  was  mistaken 
for  an  ovarian  cyst.  Carter7  likewise  described  an  operation 
for  the  removal  of  a  cyst  of  the  mysentery  in  a  female  patient 
forty- four  years  of  age.  It  was  of  two  years'  growth,  and 
contained  sixteen  pints  of  fluid.  The  attachments  of  this 
cyst  to  the  spine  and  lumbar  region  were  so  firm,  and  it  was 
so  closely  encircled  by  coils  of  the  small  intestine,  that  the 
attempt  at  its  removal  was  abandoned.  The  operator  then 
incised  and  drained  the  cyst,  and  stitched  the  incised  lip-  of 
the  cyst  to  the  abdominal  walls.    The  patient  finally  died  ir 

1  Greig-Smith:  Abdominal  Surgery. 

1  Journal  of  the  American  Medical  Association. 

3  Lancet,  1883,  p.  449. 

'Greig-Smith:  Abdominal  Surgery. 

5  Tnmeure  <l<i  l*  Abdomen. 

■  American  Journal  of  Obstetrics,  U 

7  British  Medical  Journal,  January  6,  l 
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m  pticsemia  and  hemorrhage.    <  Ireig-Smith1  Bays  thai  he  knows 

of  two  cases  of  cyst  of  the  mesentery  in  which  operations  were 
performed  for  their  removal  by  his  friends, bnl  that  they  have 
not  y<  t  been  published 

I>r.  Granville  Bantock1  describes  a  case  of  cysl  of  the 
mesentery  in  which  the  tumor  was  about  the  size  of  a  Man- 
darin orange.  It  was  in  a  young  girl  fifteen  years  of 
She  sometimes  had  a  temperature  of  105°  F.  Sir  Joseph 
Taster  agreed  with  Dr.  Bantock  as  to  the  necessity  of  its  re- 
moval, and,  consequently,  the  operation  was  performed  on 
February  16,  1886.  An  incision  was  made  in  the  abdomen, 
along  the  outer  border  of  the  rectus  muscle.  The  tumor  was 
covered  by  the  mesentery,  whose  bloodvessels  were  enormously 
enlarged,  and  it  lay  in  close  proximity  to  the  left  kidney,  for 
which  it  was  mistaken.  Many  ligatures  were  required,  a 
drainage-tube  was  inserted,  and  the  patient  made  a  tedious 
recovery.  The  tumor  weighed  one  pound,  and  is  now  in  the 
Museum  of  the  Royal  College  of  Surgeons.  Mr.  Eve  made 
the  following  report  on  this  tumor :  UI  am  quite  at  a  loss  to 
explain  its  origin.  The  tumor  is  composed  of  a  number  of 
intercommunicating  loculi,  separated  by  numerous  septa,  and 
containing  a  glairy  fluid.  The  situation  being  so  unusual,  I 
conjecture  that  it  originated  from  some  foetal  structure — pos- 
sibly, some  of  the  rudiments  of  the  permanent  kidney.  It 
was  too  high  up  for  the  Wolffian  body.  The  other  possibil- 
ities that  occur  to  me  are,  that  it  was  an  ovarian  cyst  which 
had  become  separated  by  twisting  of  the  pedicle,  or  that  it 
was  of  the  same  nature  of  cysts  that  appear  in  the  great 
omentum."  Dr.  Bantock  says  :  "  I  take  Mr.  Eve's  first  ex- 
planation as  being  the  probable  correct  explanation  of  this 
origin  of  this  tumor.  It  was  situated  too  much  behind  the 
mesentery  for  an  ovarian  tumor  which  had  been  separated 
from  its  attachments." 


1  Personal  communication. 

2  Personal  communication  and  Lance- . 
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The  patient  upon  whom  I  operated  for  a  met  -■  was 

S.  i>.  M., aged  twenty-one  yean,  daughter  of  a  physician  of 
Columbus,  Ga.;  fair   complexion,  and   weight,  when   in   health, 
one  hudred   and  twenty  pounds.      Family  history  good.      I   -aw 
her  for  the  first  time  on   February  7,  1891.    She  stated  to  me 
that  she  had  been  out  of  health  for  about  two  years,  hut  n  : 
the  beginning  of  her  abdominal  trouble  to  a  cold  which  she  con- 
tracted while  in  New  Orleans  about  May,  1890.      It  wa»  not  until 
November  or  December,  1890,  that  she  called  her  f'atli 
tion  to  the  fact  that  her  abdomen  was  becoming  larger.     She  had 
been  seen  by  several  physicians,  and  treated  for  abdominal  dl 
At  the  time  of  my  first  visit,  her  abdomen  was  quite  large,  her  pulse 
110  per  minute,  and  temperature  100°  F.    I  made  the  diagn 
an  abdominal  cyst,  the  tumor  occupying  mostly  the  left  side  of 
the  abdomen,  extending  from  under  the  ribs  into  the  left  lumbar 
region,  dipping  down  into  the  pelvis,  and  extending  three  inches 
to  the  right  side  of  the  median  line  of  the  abdomen  into  tie 
side.     I  decided  to  remove  some  of  the  fluid  by  aspiration  for  ex- 
amination, and  did  remove  about  one  quart.    It  was  a  thin,  dark- 
colored  fluid,  and  contained  albumin,  phosphates,  and  chlorides. 
I  saw  her  again  on  February  13,  1891.     She  had  Buffered  much 
pain,  accompanied  by  nausea  and  vomiting,  and  was  more 
trated  than  before  the  operation.     An  operation  for  the  removal 
of  the  tumor  was  proposed,  and  she  readily  consented  to  have  it 
performed,  February  24,  1891,  being  the  day  selected  for  the 
operation.     In  the  meantime  I  asked  my  friend,  Dr.  W.  E.  T>. 
Davis,  of  Birmingham,  Ala.,  to  see  her  with  me,  and  assist  me 
with  the  operation.     Consequently,  he  saw  her  on  February  '24th. 
Upon  examination  he  concurred  in  the  opinion  that  an  abdominal 
cyst  existed,  but  we  were  unable  to  explain  its  origin  and  attach- 
ments. 

The  operation  was  performed  with  the  assistance  of  Dr.  Davis,' 
Dr.  J.  W.  Mitchel,  of  Hamilton,  Ga.,  and  Dr.  T.  8.  Mitchel  and 
Dr.  Phillips,  of  Columbus,  Ga.  The  strictest  antiseptic  measures 
were  carried  out.  The  abdominal  incision  was  made  in  the  lines 
alba,  extending  two  inches  above  and  two  inches  below  the 
bilicus.    On  introducing  the  hand,  it  was  evident  thai  the  attach  - 

1  I  wish  to  express  my  rinoere  appreciation  of  the  skill  and  invaluable 

ance  rendered  nio  by  Dr.  Davis  (luring  this  i  ; 
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menta  of  the  cyBl  were  high  ap  in  the  abdomen  and  in  the  r< 
of  the  left  kidney.    The  Left  kidney,  however,  was  easily  n 

nized.    The  walls  of  the  cyst  were  c  ,vn«  d  with  omentum.     Many 

9  and  sev<  ra]  pe  of  Bmall  intestin- 
circling  it,  being  deeply  imbedded  in  the  walls  of  the  cyst  An 
attempt  to  enucleate  the  cyst  waa  followed  by  each  profuse  hemor- 
rhage that  the  idea  of  enucleation  was  abandoned.  Consequently, 
a  point  on  the  walls  of  the  cyst,  as  remote  as  possible  from  blood- 
and  loops  of  intestines,  was  selected  for  incision  and  drain- 
age; more  than  a  gallon  of  dark,  thin-colored  fluid  was  evacu- 
ated. The  cyst  was  then  irrigated  with  hot  water,  its  incised 
lips  stitched  to  the  upper  angle  of  the  abdominal  incision,  an  or- 
dinary six-inch  glass  drainage-tube  introduced  to  the  bottom  of 
the  sac,  and  the  abdominal  incision  closed  with  silkworm-gut 
sutures.  The  general  direction  of  this  tube  was  upward  and 
backward.  From  the  appearance  of  the  sac  and  its  deep  at- 
tachments, both  Dr.  Davis  and  myself  came  to  the  conclusion 
that  it  was  retro-peritoneal.  In  other  words,  that  the  cyst  was 
between  the  layers  of  the  mesentery.  The  time  consumed  in 
performing  the  operation  was  about  twenty-five  minutes.  On  the 
morning  of  the  operation  the  patient's  pulse  was  120  per  minute) 
and  temperature  100°  F.  She  came  out  from  the  anaesthetic  well, 
and  at  10  P.M.  of  the  same  day  her  temperature  was  100f-°  F., 
and  pulse  130  per  minute. 

February  25.  7  a.m.,  temperature  99°,  pulse  104.  6  p.m.,  tem- 
perature 99i°,  pulse  110. 

26th.  7  a.m.,  temperature  98*°,  pulse  110.  6  p.m.,  temperature 
100i°,  pulse  106. 

The  fluid  has  been  drawn  from  the  sac  at  intervals  of  three  or 
four  hours,  and  the  sac  thoroughly  irrigated  with  warm  water. 
Gave  an  enema  of  wTarm  water,  and  the  bowels  have  moved 
well. 

27///.  7  a.m.,  temperature  992°,  pulse  104.  10  p.m.,  tempera- 
ture 99]°,  pulse  110. 

28th.  7  a.m.,  temperature  1004-°,  pulse  112. 

March  1.  7  a.m.,  temperature  98i°,  pulse  96. 

Has  had  much  nausea  and  vomiting  from  time  of  operation 
until  March  1st,  much  of  which  I  attribute  to  the  intimate  con- 
nection between  the  walls  of  the  cyst  and  the  small  intestines. 


DISCUSSION. 

She  is  now  taking  a  little  food.     The  sac  is  being  irrigated  daily, 
and  the  drainage-tube  being  gradually  withdrawn. 
2d.  7  a.m.,  temperature  98$°,  pulse  100. 

3d.  7   a.m..  temperature  98|°,  pulse  94.     8  p.m.,  temperature 
98£°,  pulse  96. 
bth.  7  a.m.,  temperature  99°,  pulse  96.     6  p.m.,  temperature 

99f°,  pulse  100. 

&th.  6  a.m.,  temperature  98],  pulse  100. 

Passed  a  res  hi  last  light. 

9th.  6  a.m.,  temperature  •)SJ°,  pulse  9<>.  6  p.m.,  temperature 
.pulse  KM >. 

Has  been  quite  siek  to-day.  Suffered  from  severe  pain  in  the 
locality  oi  the  pedicle,  which  continued  for  two  or  three  hours, 
and  was  followed  by  nausea  and  vomiting.  Glass  drainage-tube 
was  removed,  and  a  small  rubber  tube  introduced. 

10th.  8  a.m.,  temperature  98f  °,  pulse  90.  6  p.m.,  temperature 
99°,  pulse  92. 

11th.  8  a.m.,  temperature  99 i°,  pulse  90. 

15///.  8  a.m.,  temperature  98f°,  pulse  76. 

20th.  8  a.m.,  temperature  99*°,  pulse  100. 

24th.  6  a.m.,  temperature  90°,  pulse  100. 

25th.  8  a.m.,  temperature  98£°,  pulse  100. 

Was  taken  with  pain  in  the  region  of  the  pedicle  at  10  a.m., 
on  24th,  and  vomited  at  intervals  of  two  or  three  hours  until  this 
morning.     She  is  now  quite  comfortable. 

30th.  8  a.m.,  temperature  98}°,  pulse  76.  From  this  time  she 
made  a  perfect  recovery. 


DISCUSSION. 

Dr.  Robert  T.Morris, of  New  York  City. — There  is  one  point 
that  I  desire  to  call  attention  to,  and  that  is,  after  operations  on 
the  mesentery,  if  we  leave  a  small  opening  we  are  very  apt  to 
have  hernia  through  that  opening,  and  I  know  few  surj 
realize  the  danger  of  hernia  taking  place  secondarily  through  a 
small  opening  in  the  mesentery. 

Dp..  W.  E.  13.  Davis,  of  Rom  a. — The  case  reported 

by  Dr.  Goggana  ta  interesting  from  the  tact  of  its  rarity. 
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-  i  very  rare  that  a  greal  many  BUTgeonfl  of  a  Large  ex- 

perienoe  have  Dot  seen  one  like  it.     The  diagnosis  vraa  not  pos- 
sible without  an  exploratory  incisioD  ;  wo  could  qoI  possibly  toll 

begun  what  it  was.  It  was  evident  that 
ii  was  a  cyst  high  up  in  the  abdomen, and  that  it  could  only  be  re- 
vealed by  an  exploratory  incision.  By  tying  a  glass  drainage- 
tube  in  tli  3  was  done  in  this  case,  the  pedicle  gives  but 
little  trouble.  I  was  once  called  in  consultation  with  an  opera- 
tor, and  he  introduced  a  large  Wells  trocar  into  an  ovarian 
cyst  :  he  then  fouud  that  the  adhesions  were  so  great  and  his 
patient  so  weak  that  he  could  not  remove  the  tumor,  and  I  sug- 
I  draining  it  as  much  as  possible  by  fastening  a  glass  tube 
in  the  cyst  at  the  upper  part  of  the  wound.  While  he  could  not 
cure  his  patient,  he  thus  prevented  her  death  at  that  time. 

Dr.  Goggans. — As  to  hernia  in  cases  of  this  kind,  referred  to 
by  Dr.  Morris,  I  will  state  that  the  glass  drainage-tube  was  grad- 
ually withdrawn  ;  in  fact,  it  is  imperatively  necessary  to  withdraw 
it,  or  it  will  come  out  of  itself.  I  then  introduced  a  small  rubber 
tube,  and  kept  washing  the  sac  out,  and  after  the  patient  recov- 
ered I  could  feel  the  walls  of  the  sac. 


THINNESS  OF  THE   UTERINE    WALL  DURING 
PREGNANCY,  SIMULATING   EXTRA- 
UTERINE F(ETATION. 


By  George  J.  Exgelmann,  M.D., 
St.  Louis.  Mo. 


Attenuation  and  relaxation  of*  the  uterine  wall,  either 
symmetrically,  of  the  entire  organ,  or  of  a  part  only,  as  a 
physiological  phase  in  the  development  of  the  organ  during 
pregnancy,  has  received  little  or  no  attention  from  the  obstet- 
rician, and  indeed  seems  of  little  practical  import  to  him,  unless 
it  continue  and  result  in  a  weakness  of  the  expulsive  efforts. 
The  incisive  progress  of  pelvic  and  abdominal  surgery  has 
called  our  attention  to  the  existence  of  this  condition  and  the 
importance  of  the  very  peculiar  appearances  assumed  by  such 
cases,  by  reason  of  their  close  simulation  of  pregnancy  extra- 
uterine. 

As  the  obstetrician  dwells  upon  conditions  which  simu- 
late normal  intra-uterine  pregnancy,  the  pelvic  surgeon  must 
now  define  those,  far  more  dangerous,  which  resemble  extra- 
uterine pregnancy  ;  and  one  of  the  most  misleading  is  ordi- 
nary pregnancy  with  a  thinning  of  the  uterine  wall,  more 
especially  so  when  complicated,  as  it  frequently  is,  by  dis- 
placement and  adhesion,  by  ante-  or  retroflexion,  with  lateral 
deviation  of  the  fundus.     Thee  the  result  of  concep- 

tion in  a  uterus  weakened  and  displaced  as  a  oonsequen 
chronic  disease,  though  rare  in  their  extreme  form,  arc  not 
altogether  infrequent     Yet   they  are  mentioned  lor  tin 
time  as  of  diagnostic  import  by  Tarry.    More  fully  recognized 
by  the  observant  eye    of  Tait,   they   arc  briefly  described   in 

B  >urg 
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his  work:  then   both    Lusk  and  Coe  have  pointed  to  them  in 
warning,  Lest  the  eager  and  inexperienced  operator  be  m 
by  the  very  peculiar  appearances  thus  presented. 

This  thinness  of  the  wall  of  the  pregnant  uterus  Is  of  im- 
portance to  the  Burgeon,  and  appear-  mosi  striking  between 
the  fourth  and  seventh  months  of  pregnancy.  The  condition 
is  one  not  of  attenuation,  strictly  speaking,  but  of  imperfect 
development  of  the  muscular  tissue  of  the  litems  ;  that  is, 
the  growth  ami  development  of  the  uterine  wall  does  not 
pace  with  tlie  development  of  the  ovum,  and  as  the  latter 
enlarges,  it  distends  and  so  attenuates  the  surrounding  muscle  ; 
hence  a  marked  and  deceptive  thinning  cannot  take  place  until 
a  sufficient  distention  has  occurred  by  enlargement  of  the 
ovum,  which  is  hardly  possible  before  the  fourth  month  of 
pregnancy.  The  rapidly  growing  ovum  then  stretches  the 
uterine  wall  as  it  would  a  casing  of  rubber,  and  as  this 
remains  itself  inactive,  and  is  not  strengthened  and  thickened, 
the  tissue  becomes  more  attenuated  as  the  ovum  enlarges  with 
advancing  pregnancy.  This  attenuation  becomes  extreme  in 
the  sixth  or  seventh  month,  at  which  time — certainly  in  the 
eighth — the  dormant  functions  are  usually  aroused,  the  weak 
and  limp  muscle  grows  and  develops  sufficiently  to  serve  its 
purpose  in  every  sense,  to  form  a  firm  casing  for  the  ovum, 
with  power  sufficient  to  force  it  through  the  natural  passages 
at  term. 

This  thinness  of  the  uterine  wall  is  of  diagnostic  import, 
by  reason  of  the  dangerous  condition  which  it  simulates,  be- 
tween the  fourth  and  seventh  months:  no  striking  diagnostic 
difficulties  present  until  toward  the  fourth  month,  when  the 
pregnant  uterus,  under  these  conditions,  may  appear  as  a 
thin-walled  sac  partially  filled  with  fluid,  whilst  in  the  later 
months,  especially  if  the  amniotic  fluid  be  scant,  as  often  is 
the  case,  all  trace  of  the  surrounding  sac  disappears,  and  the 
foetus  will  be  felt  as  if  free  within  the  abdominal  cavity. 
After  the  seventh  month,  with  a  gradual  thickening  and 
strengthening  of  the  uterine  muscle,  and  its  increased  tone,  the 
organ  becomes  more  and  more  distinct,  and  with  the  accom- 
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panying  increase  in  the  quantity  of  amniotic  fluid  it  gradually 
>nted  shape  and  form,  and  the  obstetrician,  inter- 
ested only  in  the  termination,  attend-  a  normal  labor,  uncon- 
scious of  the  preexistence  of  unusual  condition-. 

Such  attenuation  of  the  uterine  wall,  due  to  retarded  de- 
velopment, may  he  either  (a) total  and  complete  or  (b)  partial. 

(«)  Total  or  complete  attenuation  i-  a  symmetrical  thinning 
from  fundus  to  cervix,  an  excellent  example  of  which  i-  the 
case  described  by  Mr.  Tait,  page  498  of  his  hook:  "With 
marked  absence  of  the  liquor  amnii,  so  that  the  movements 
of  the  child  could  be  seen  and  felt  in  the  most  striking 
manner.  In  the  pelvis  the  finger  came  upon  the  presenting 
part  of  the  foetus,  as  if  it  lay  immediately  under  the  mucous 
membrane,  and  it  was  only  by  very  careful  investigation 
that  the  attenuated  cervix  could  be  made  out,  spread  over  the 
body  of  the  child/'  The  cafi  .  3  n  in  this  condition  earlier 
than  the  seventh  month,  terminated  in  proper  time  in  a  natu- 
ral labor.  This  retarded  development,  which  results  in  a 
thinning  of  the  entire  tissue  of  the  uterus,  is  due  to  imperfect 
innervation,  and  as  a  rule,  malnutrition  of  the  system,  as  well 
as  weakness  and  malnutrition  of  the  pelvic  viscera.  It  is 
more  likely  to  occur  in  cases  of  debility,  local  and  general, 
unaccompanied  by  chronic  disease  of  the  uterine  and  peri- 
uterine tissue;  it  maybe  due  to  weakening  of  tin-  organ  from 
numerous  labors  in  rapid  succession. 

(b)  Partial  attenuation  is  more  likely  to  occur,  certainly 
more  likely  to  be  observed,  when  conception  takes  place  in  a 
diseased  and  flexed  uterus,  the  resemblance  to  extra-uterine 
pregnancy  being  made  so  much  more  striking  when  lateral 
flexion,  with  adhesions  near  the  angle,  complicates  the 
Hie  growing  ovum  distends  that  part  of  the  fundus  above  the 
point  of  flexion  and  fixation,  and  it  is  thus  that  the  most  decep- 
tive appearances  are  presented.  The  indurated  organ  below 
the  point  of  flexion  remains  long  unchanged,  as  that  part  of  the 
uterine  canal  is  not  encroached  npon  by  the  ovum,  which  stretches 
out  the  portion  of  the  fundus  above,  lying  to  the  Bide,  ante- 
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riorly  or  posteriorly,  and  ating  the  appearance  of  a 

very  flabby  sac,  in  the  pi  oeition  in  which  we  would 

seek  the  ma—  of  an  extra-nterine  fcetation.  This  is  in  the 
beginning  of  the  deceptive  period,  during  the  fourth  and  the 
early  part  of  the  fifth  month.  Later,  in  the  sixth  and  seventh 
months,  all  evidence  of  a  sac  completely  disappears,  and  the 
foetus  is  the  striking  feature,  apparently  every  detail  of  which 
can  be  clearly  felt  through  the  mucous  membrane  of  the 
vagina  or  the  attenuated  abdominal  walls,  with  no  evidence 
of  any  surrounding  tissue.  Two  cases  of  partial  attenuation, 
which  have  attracted  my  attention  to  the  subject,  I  will  now 
describe  more  in  detail — Case  I.  being  under  observation  in 
the  period  of  change  and  later,  in  the  fifth  and  sixth  months; 
Case  II.  showing  the  condition  of  affairs  in  the  earlier 
period. 

Case  I. — Mrs.  J.  C.  came  under  observation  June  29,  1889, 
seeking  relief  from  a  variety  of  annoying  and  depressing  symp- 
toms, which  had  slowly  developed  in  the  past  three  months,  and 
were  now  beginning  to  cause  her  alarm  as  well  as  distress.  This 
patient,  thirty-two  years  of  age,  had  borne  three  children  and 
suffered  one  miscarriage  in  the  six  and  one-half  years  of  her  mar- 
ried life.  The  youngest,  a  baby  twenty  months  old,  she  was  still 
nursing. 

She  had  complained  more  or  less  for  the  past  three  months  of 
sick  headaches,  fulness  and  belching  after  meals,  occasional 
vomiting  spells,  but  above  all,  of  a  daily  recurring  swelling  of 
the  abdomen,  preceded  by  pain  in  the  groin,  and  three  weeks  ago 
she  observed  the  rapid  enlargement  of  the  abdomen  and  the 
appearance  of  a  tumor  low  down,  somewhat  more  in  the  right 
side.  Menstruation  had  not  recurred  since  the  last  labor,  but  all 
possibility  of  pregnancy  was  excluded  by  the  patient,  more  par- 
ticularly as  she  was  still  nursing  her  baby. 

Examination  revealed  marked  varicosity  of  the  veins  upon  the 
lower  extremities,  a  protrusion  of  the  congested  vaginal  tissue,  a 
cystocele  of  the  size  of  a  goose-egg,  covered  with  varicose  veins 
of  the  thickness  of  a  lead-pencil,  and,  like  the  tissues  about  the 
urethral   orifice,  showing   a   bluish  discoloration,  indicntiv 
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venous  congestion  and  certainly  suggestive  of  pregnancy.  The 
most  interesting  feature  was  a  Don-elastic  tumor  behind  the  sym- 
physis and  a  little  to  the  right,  which  formed  into  a  hard,  round 
ball  under  the  touch  of  the  examining  hand,  again  to  disappear, 
coming  and  going  as  the  irritant  was  applied.  When  tense  and 
round,  its  surface  was  covered  by  thick,  winding  cords,  unques- 
tionably the  same  large  varicose  veins  which  were  found  upon 
the  cystocele.  The  cervix  uteri  was  Low,  large,  and  near  the  vul- 
var orifice,  its  lips  everted,  raw,  and  granular,  the  surface  soft.  By 
bimanual  examination  the  rather  hard  and  thickened  uterine 
neck  could  be  traced  distinctly  towTard  the  body  of  the  organ, 
which  was  very  low  in  the  pelvis,  thickened  and  elongated,  closely 
approximating  to,  but  not  distinctly  connected  with,  the  super- 
imposed tumor,  which  had  some  little  mobility  independent  of 
that  of  the  cervix.  For  the  examination  of  the  cavity  the 
pliable,  cotton-wrapped,  applicator,  saturated  in  a  ten  per  cent- 
carbolic  acid  solution,  was  used,  entering  to  the  depth  of  8 
cm.,  with  a  slight  anterior  curve  in  the  fundus. 

The  diagnosis  at  the  time  was  that  of  a  tumor  connected  with  the 
anterior  wall  of  the  uterus,  or  superimposed  upon  that  organ,  the 
walls  of  the  tumor  evidently  containing  muscular  fibre.  Normal 
pregnancy,  the  possibility  of  which  was  denied  by  the  patient, 
was  excluded,  notwithstanding  the  very  suspicious  discoloration 
about  the  urethra,  the  cystocele,  and  the  cervix  ;  it  was  excluded 
on  account  of  the  distinctness  with  which  the  uterus — more 
correctly  speaking,  that  part  of  the  organ,  the  neck  and  lower 
part  of  the  body,  which  could  be  reached  and  felt  like  a  sub- 
involuted  uterus — could  be  outlined,  and  of  the  revelations  of 
the  sound,  which  seemed  to  show  a  cavity  such  as  we  might  ex- 
pect in  that  subinvoluted  organ,  its  course  indicative  of  tin 
tion  of  the  uterus  underneath  the  tumor;  the  discoloration, 
although  approximating  that  peculiar  tint  of  pregnancy,  was 
supposed  to  be  due  to  the  impediments  in  the  circulation  caused 
by  the  pressure  of  the  superimposed  tumor,  to  which  likewise 
was  ascribed  the  congestion  of  the  enlarged  uterus.  The  pres- 
ence of  a  muco-purulent  discharge,  moreover,  pointed  to  the  exist- 
ence of  an  endometritis,  as  we  might  expect  it  in  an  organ  in 
this  state.  The  drop  o(  glairy  mucus,  ascribed  to  the  pregnant 
uterus,    was    wanting.      (Had    the    applicator    been    used    more 
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boldly,  the  cavity  could  have  been  traced  into  the  supposed 
tumor,  and  bimanual  examination  under  an  amestht'tie  would 
have  revealed  the  connection  between  tumor  and  uterus). 

Constitutional  treatment  was  ordered,  tonics  and  nervines  were 
given,  digestion  was  regulated  ;  mild  astringent  applications — ten 
per  cent,  perchloride  of  iron — were  made  to  the  uteriue  cavity  and 
astringent  tampons  placed,  to  stimulate  and  strengthen  the  vagi- 
nal tissues. 

July  13th  I  was  surprised  by  a  complete  change  in  the  aspect 
of  the  case  ;  the  tumor  had  entirely  disappeared,  and  directly 
over  the  symphysis  the  parts  of  a  child  were  detected  ;  breech, 
knees,  and  feet  could  be  felt,  both  through  the  vagina  and  through 
the  abdominal  walls,  as  distinctly  as  through  a  wet  towel,  as  if 
nothing  but  the  vaginal  tissue  or  the  attenuated  abdominal  wralls 
had  been  interposed.  The  condition,  as  well  as  the  position,  of 
neck  and  lower  segment,  which  appeared  as  the  uterus,  remained 
the  same ;  neck  and  body,  like  that  of  a  moderately  large  sub- 
involuted  uterus,  could  be  felt  as  far  as  the  finger  could  reach  ; 
the  sound,  passed  to  the  depth  of  15  cm.  toward  the  sacrum, 
curving  forward  at  the  end,  as  if  in  an  anteflexion,  with  a  slight 
right  latero-flexion  of  the  fundus. 

The  diagnosis  now  seemed  clearly  that  of  an  abdominal  preg- 
nancy resulting  from  a  right  tubal  pregnancy  ;  rupture,  or  at  least 
a  decided  change  in  the  position  of  the  foetus,  having  occurred 
five  weeks  ago,  when  that  sudden  enlargement  of  the  abdomen 
was  noticed,  and  the  tumor  passed  from  the  right  side  more  toward 
the  centre. 

The  possibility  of  normal  intra-uterine  pregnancy  did  not  occur 
to  any  of  those  examining  the  case,  as  neck  and  part  of  the  uter- 
ine body  could  be  felt  (as  was  supposed),  and  the  foetus  could  be 
moved  about  with  the  utmost  freedom  without  disturbing  the 
supposed  uterus,  the  parts  being  felt  with  a  marvellous  distinct- 
ness— in  fact,  as  distinctly  "  as  if  felt  through  a  wret  towel."  Of 
the  various  local  symptoms  noted  as  more  or  less  characteristic 
of  extra-uterine  pregnancy  in  the  later  months,  none  existed, 
unless  it  be  the  dragging  and  the  pain  in  the  groin. 

The  usual  precautions  were  now  adopted  ;  great  care  was  urged 
and  all  arrangements  made  for  operation  upon  the  appearance  of 
threatening  symptoms.     Emboldened  by  the  harmlessness  of  pre- 
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vious  examination  and  intra-uterine  treatment,  the  applicator  was 
used,  with  undue  force  perhaps,  to  the  depth  of  16  cm.  for  the 
purpose  of  fully  exploring  the  uterine  cavity;  and,  as  a  result) 
uterine  contractions  were  inaugurated;  my  assistant,  summoned 

at  once,  as  directed  upon  any  change  in  the  patient's  condition, 
found,  in  place  of  a  foetus  floating  freely  about  in  the  abdominal 
cavity,   a   well-defined    uterine    globe,    vigorously    contracting, 

which  expelled  a  well-developed  six  months'  child  without 
undue  delay. 

CASE  II.1 — Mrs.  II.,  seen  by  me  in  October,  1889,  in  consulta- 
tion with  some  of  our  most  eminent  specialists  and  practitioners. 
The  patient,  anaemic,  weak,  and  nervous,  had  been  a  sufferer 
from  uterine  irregularities  and  recurring  exacerbations  of  pelvic 
inflammation.  She  was  in  a  state  of  extreme  physical  pi 
tion  and  nervous  irritability,  suffering  from  weakness  and  derange- 
ment throughout  the  entire  system,  unable  to  take  food,  nauseated, 
the  stomach,  like  all  other  organs,  in  a  state  of  excessive  hyper- 
esthesia, the  most  annoying  symptoms  being  gaseous  distention 
and  disturbance  of  the  abdomen,  constipation,  and  painful  mic- 
turition— all  conditions  which  had  assumed  more  marked  pro- 
portions in  the  last  three  months.  The  menstrual  function  was 
correspondingly  disturbed  ;  the  last  three  periods  had  been  indi- 
cated only  by  intense  suffering,  with  no  sanguineous  discharge 
since  the  very  faint  show  three  months  previous.  The  distress- 
ing and  intractable  conditions,  which  had  proven  equally  annoy- 
ing to  the  patient  and  her  attendants,  had  of  late  been  compli- 
cated by  the  discovery  of  a  peculiar  cystic  enlargement  in  the 
lower  portion  of  the  abdomen. 

Examination,  before  the  administration  of  an  anaesthetic,  did 
not  prove  very  satisfactory,  on  account  of  the  pelvic  tenderness 
existing,  notwithstanding  the  emaciation  of  the  patient  and  the 
extreme  thinness  of  the  abdominal  walls.  The  cervix  and  lower 
portion  of  the  body  appeared,  upon  examination  without  anaes- 
thesia, as  the  entire  organ,  as  an  indurated,  anteflexed,  very  little 
enlarged  uterus,  pushed  toward  the  sacrum  by  the  overlying 
tumor,  with  which   it  seemed  but  indistinctly  connected.     This 

1  Binoe  reading  this  paper  the  ease  baa  been  more  rally  described  in  the 
American  Gynec  logical  Journal,  January,  1892,  p.  Is.  by  Dr.  E.  C.  Gehrong, 
•lecologist,  to  whom  I  am  indebted  for  the  | 
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tumor  was  a  peculiar  one,  not  like  any  one  of  the  typical  neo- 
plasms, but,  as  it  was  well  described  to  me  by  the  attending 

physician,  more  like  a  thin-walled  bladder  partially  filled  with 
urine:  it  was  somewhat  movable,  with  its  base  and  attachment 
apparently  in  the  leftside — in  the  left  ovarian  region — extending 
behind  the  symphysis  anterior  to  the  uterus  and  over  toward  the 
right  side. 

After  the  administration  of  an  anaesthetic  the  tumor  could  be 
fully  outlined  and  its  connection  with  the  anteflexed  uterus  more 
distinctly  traced,  the  fundus  being  thereby  apparently  drawn 
toward  the  left  side.  The  picture  presented  was  that  of  a  slightly 
enlarged,  infiltrated,  anteflexed  uterus,  the  fundus  turning  to  the 
left  and  terminating  some  two  inches  from  the  vaginal  insertion, 
in  a  flabby  sac. 

In  the  light  of  the  facts  presented,  and  a  similar  case  recently 
observed,  it  appeared  probable  that  this  sac  was  the  impregnated 
uterine  fundus,  and  its  direct  connection  wTith  that  body,  and  its 
cavity  was  proven  by  the  careful  introduction  of  a  very  pliable 
applicator,  well  wrapped  with  cotton  and  steeped  in  an  antiseptic 
solution.  This  applicator  revealed  the  anteflexion,  then  turning 
toward  the  left  side  it  traced  the  cavity  of  the  tumor  toward  the 
right  as  it  lay  transversely  behind  the  symphysis.  The  very 
faintest  tint  of  color  was  noted  in  the  cul-de-sac  amid  the  pallor 
of  the  surrounding  tissues.  The  mucous  covering  of  the  hard 
cervix  was  somewhat  softened,  the  breasts  were  flabby,  neither 
enlarged  nor  discolored ;  the  foetal  heart  could  not  be  heard. 

The  diagnosis  was  that  of  pregnancy,  and  the  patient  was  ad- 
vised accordingly.  Some  reaction  being  feared  as  a  result  of  the 
examination,  perfect  quiet  in  bed  was  ordered  and  opiates  ad- 
ministered. No  unfavorable  symptoms  whatever  followed,  her 
condition  improved  by  the  careful  management  of  her  painstaking 
attendant,  the  uterine  muscle  developed  in  later  months,  and  she 
was  delivered  of  a  healthy  child  at  term,  although  the  labor  was 
an  exceedingly  trying  one,  as  might  have  been  expected  in  this 
nervous,  anaemic  patient  afflicted  with  pelvic  disease. 

The  prominent  features  of  this  case  were  the  prostration, 
with  distressing  gastro-intestinal  and  vesical  symptoms  and 
intense  hyperesthesia,  with  paroxysmal  pains  in  the  left  side 


Q  EORQ  E  J.  ENQ  EL  M.  I NN. 

of  the  pelvis.  The  pelvic  tnmoi  waa  unusual  and  peculiar  in 
history,  symptoms,  and  appearance  :  fever  had  been  absent, 

and  the  feel  of  the  tumor  was  certainly  not  that  of  an  inflam- 
matory enlargement.     Pregnancy  seemed  out  of  the  question  ; 

it  was  strenuously  denied  by  the  patient.  All  of  the  char- 
acteristic symptoms  which  had  marked  her  previous  preg- 
nancy were  wanting:  the  morning  sickness,  which  had  been 
typical  before,  did  not  exist ;  the  breasts,  tense  and  painful 
with  a  marked  areola  in  her  earlier  pregnancy,  were  pain- 
less and  flabby,  as  might  have  been  expected  in  her  reduced, 
anoemic  condition,  showing  do  change  whatever;  the  men- 
strual function,  which  had  always  been  extremely  irregular, 
could  afford  no  certain  indication  ;  an  extremely  profuse  flow 
of  long  duration  was  followed  by  a  very  scant  show  during 
a  single  day,  and  no  discharge  at  all  during  the  next  three 
periods,  which,  however,  were  marked  by  increased  Buffering, 
molimina  readily  explained  by  her  amemic,  debilitated  con- 
dition and  the  existence  of  chronic  uterine  and  pelvic  disease. 
The  only  indication  of  pregnancy  seemed  to  be  given  by  the 
very  faint  tint  of  color  about  the  cervix  ;  the  cervix  itself 
was  hard,  its  mucous  covering  somewhat  thickened  and  suc- 
culent ;  the  lower  portion  of  the  uterus,  which  appeared  as 
the  anteflexed  uterus  itself,  was  such  as  might  be  expected  in 
chronic  metritis,  and  certainly  did  not  show7  that  soften  in  g, 
that  compressibility  writh  elasticity,  so  characteristic  of  the 
gravid  uterus,  especially  in  its  inferior  segment,  at  the  isthmus, 
in--  above  the  cervix,  where  Hegar  claims  that  this  condition 
is  invariably  found,  so  that  he  looks  upon  it  as  an  infallible 
sign  of  pregnancy.  The  history  and  appearances  were  rather 
those  of  extra-uterine  foetation,  the  molimina  simulating 
expulsive  efforts  or  the  pains  of  a  rupture. 
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Appearance  of  the   Tumor — the  Impregnated   Uterine  Fundus. 


Case  I. 
In  the  fifth  and  sixth  months  of 
pregnancy,  when  first  Been,  contract- 
ing under  the  hand  to  a  solid,  round 
tumor,  vanishing  with  irritant  re- 
Tumor  globular,  behind  the  sym- 
physis, somewhat  to  the  right,  covered 
by  varicose  veins. 

Three  weeks  later  the  tumor  has 
entirely  disappeared,  and  the  parts  of 
a  five  to  six  months'  foetus  are  felt 
with  the  utmost  distinctness  in  the 
supra-pubic  region  through  vaginal 
and  abdominal  walls;  it  is  freely 
movable  in  the  abdominal  cavity,  and 
no  enclosing  sac  can  be  detected. 

The  tumor  over,  somewhat  to  the 
right  and  anterior  to,  the  apparent 
uterus. 


Case  II. 
In  the  fourth  month  of  pregnancy. 


The  pelvic  tumor  an  oblong,  par- 
tially collapsed  cyst,  extending  from 
the  left  ovarian  region,  behind  the 
symphysis,  toward  the  right  side. 


The  tumor  to  the  left  and  anterior 
to  the  apparent  uterus. 


Appearance  of  Utenis  and  Evidence  of  Pregnancy. 


Pregnancy  denied. 

Symptoms  of  previous  pregnancies 
all  absent. 

No  change  in  the  breasts. 

Absence  of  menstruation  accounted 
for  by  continued  nursing;  no  moli- 
mina. 


That  part  which  appeared  as  the 
uterus  apparently  uniformly  en- 
larged, as  might  be  expected  in  sub- 
involution ;  low  in  the  pelvis,  ante- 
flexed;  the  feel  that  of  an  indurated 
and  congested  organ,  not  with  the 
elastic  compressibility  of  pregnancy; 
fundus  antefiexed ;  sound  enters  8 
cm.,  later  16  cm. 

Hegar's  sign  absent. 

The  os  uteri  large,  pouring  forth  a 
muco-purulent  discharge. 


Pregnancy  denied. 

Symptoms  of  previous  pregnancies 
all  absents. 

No  change  in  the  breasts. 

Absence  of  menstruation  accounted 
for  by  patient's  weakened  condition 
and  chronic  pelvic  disease,  as  indi- 
cated by  increased  menstrual  irregu- 
larity and  periodic  suffering;  exces- 
sive molimina. 

The  apparent  uterus  hard,  very 
little  enlarged,  especially  not 
thickened,  antefiexed,  fundus  drawn 
to  the  left  by  contraction  of  the  left 
broad  ligament;  the  sound  passes 
through  what  seemed  the  uterus  to 
the  end  of  the  tumor,  in  a  spiral. 


The  os  uteri  small. 
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Constitutional  Debility  and  Wea  ' 

Patient  naturally  delicate,  tissues 
relaxed,  weakened  by  chronic 
inflammation. 

The  uterine  tissue  in  a  morbid,  in- 
.  weakened  by  endome- 
tritis, perimetritis  and  flexion. 


Patient  reduced  and  weakened  by 
repeated  pregnancies  in  rapid  .succes- 
sion. 

The  uterine  tissue  in  a  morbid,  in- 
active state,  weakened  by  repeated 
pregnancy,  by  subinvolution,  with 
hyperplasia  and  descensus  ut.-ri. 


The  Peculiar  Development  caused  by 


Distention  of  the  upper  portion  of 
the  uterine  body,  of  the  fundus  be- 
yond the  point  of  anteflexion. 

The  cervix  and  isthmus  uteri,  ap- 
parently the  lower  portion  of  the  cor- 
pus's not  encroached  upon  by  the 
ovum,  and  takes  no  part  in  the  forma- 
tion of  the  receptacle;  hence  this 
portion  presents  the  appearance  of  a 
uterus,  and  the  lax  tissue  at  the  point 
of  flexion  which  does  not  enter  into 
the  formation  of  the  sac  forms  a  loose 
connection  between  it  and  the  appar- 
ent uterus. 


Partial  distention  of  the  uterine, 
cavity  by  the  growing  ovum  beyond 
the  point  of  fixation  and  latero- 
flexion. 

The  cervix  and  isthmus  uteri,  ap- 
parently the  lower  portion  of  the  cor- 
pus, is  not  encroached  upon  by  the 
ovum,  and  takes  no  part  in  the  form- 
ation of  the  receptacle;  hence 
portion  presents  the  appearance  of  a 
uterus,  and  the  thinned  tissue  at  the 
point  of  flexion  where  the  anteflexed 
fundus  is  dragged  to  the  left  forms 
the  pedicle  of  the  tumor,  as  it  were. 
admitting  of  a  certain  independent 
mobility  of  the  two  parts. 


Conclusions. — This  attenuation  of  the  uterine  walls,  by 
reason  of  their  retarded  development  during  pregnancy, 
assumes  importance  at  the  present  day,  on  account  of  the 
close  simulation  of  extra-uterine  flotation  thus  caused,  more 
especially  so  as  it  is  generally  accompanied  by  a  scantiness  of 
the  amniotic  fluid. 

Uniform  or  complete  attenuation  presents  the  deceptive 
appearance  more  especially  in  the  later  months,  when  the 
foetus  is  felt  with  surprising  distinctness,  and  freely  movable 
within  the  abdominal  cavity.  The  diagnosis  is,  however, 
readily  made  by  defining  the  surrounding  uterine  wall  when 
contracted  by  the  cold  hand  or  the  electrical  current,  and  by 
demonstrating  the  os  uteri  and  the  attenuated  tissue  of  the 
•  crvix  as  a  covering  to  the  presenting  part,  and  bytheabs 
of  the  non-impregnated  uterus. 
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Widely  different  is  the  state  of  the  case  in  partial  attenua- 
tion occurring  in  tissues  changed  and  debilitated  by  chronic 
pelvic  disease)  bo  that  the  symptoms  of  pregnancy  are  masked 

as  welL  This  is  deceptive  by  reason  of  the  apparently  com- 
plete, nnimpregnated  uterus,  either  anterior  or  posterior  to 
the  tumor,  and  the  fact  that  when  complicated  by  latero- 
::.  shortening  of  the  broad  ligament  of  one  side,  the 
tumor,  always  beyond  the  point  of  flexion,  seems  to  originate 
in  the  tu bo-ovarian  region. 

In  the  earlier  part  of  the  dangerous  period,  from  the  fourth 
to  the  seventh  month,  the  appearance  of  a  partially  collapsed 
cyst  is  presented.  In  the  later  stages  the  foetus  can  be  felt, 
as  in  complete  attenuation,  through  the  thinned  tissues,  as  if 
free  within  the  abdominal  cavity ;  still,  the  unchanged  cervix 
and  lower  segment  of  the  uterus  represent  the  somewhat 
enlarged  non-pregnant  organ. 

The  diagnosis  is  readily  made  : 

1 .  By  causing  contraction  of  the  cyst-wall,  or  demonstrating 
its  presence  by  the  application  of  cold  or  electricity,  after 
relaxation  of  the  tissues  by  an  anaesthetic. 

2.  By  defining  the  continuity  of  the  apparent  sac  and 
uterine  body  ;  and, 

3.  By  the  use  of  the  applicator  as  a  sound. 

I  assert  that  the  delicate,  pliable  applicator,  carefully 
wrapped  with  cotton  steeped  in  a  non-irritating  antiseptic 
solution,  can  be  used  with  safety  for  the  examination  of  the 
cavity  of  the  pregnant  uterus,  and  that  no  ill  results  will 
follow  a  careful  exploration  at  any  time.  A  passage  can,  of 
course,  not  be  forced,  but  where  gentle  pressure  suffices,  the 
instrument  can  be  passed  with  safety.  In  skilled  hands, 
even  the  metal  sound  can  be  used  ;  but  the  pliable  applicator, 
properly  guarded,  is  a  legitimate  diagnostic  instrument  in 
questionable  cases  of  pregnancy,  and  should  unhesitatingly 
be  resorted  to. 

Numerous  cases  have  of  late  been  reported  in  which  the 
abdominal  surgeon  has  been  called  upon  to  operate  for  extra- 
uterine pregnancy,  and  in  which  he  found  these  peculiar  con- 
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ditione  ;  yet  J  am  oot  cognizant  of  any  case  which  baa  actually 

led  to  operation,  although  such  cases  may  have  occurred 
without  being  reported;  one  such,  I  believe,  is  recorded  in 
which  leading  French  obstetrician-  and  BUI ■_  PC  misled. 

Deceptive  as  is  the  appearance  presented  by  this  attenua- 
tion of  the  uterine  walls  during  pregnancy,  it  is,  nevertheless, 
readily  recognized  by  the  careful  examiner,  and  when  once 
described  and  accepted,  will  be  detected  with  equal  certainty 
by  every  practitioner.  The  existence  of  this  condition,  and 
the  possibility  of  its  occurrence,  recognized,  the  accompanying 
danger  will  be  obviated,  and  the  innocent  sufferer  will  no 
longer  be  endangered  by  the  threatening  possibilities  of  lapar- 
otomy. 

DISCUSSION. 

Dr.  L.  S.  McMubtby,  of  Louisville,  Ky. — I  have  seen  several 
cases  presenting  most  puzzling  difficulties  of  diagnosis  in  c 
quence  of  attenuation  of  the  walls  of  the  uterus.  In  these  cases 
of  attenuated  uterus,  the  parts  of  the  child  can  be  felt  so  dis- 
tinctly that  they  appear  to  be  almost  subcutaneous.  I  must  beg 
to  differ  from  the  distinguished  author  of  the  paper  in  regard  to 
the  use  of  the  uterine  probe  as  described  in  the  case  reported. 
In  any  case  of  suspected  pregnancy,  the  uterus  should  not  he 
probed,  either  with  the  sound  or  applicator  wrapped  with  cotton, 
or  any  other  form  of  probe.  Such  a  procedure  is  accompanied 
always  with  danger.  The  probe  under  any  circumstances  gives 
no  information  which  cannot  be  obtained  by  other  and  less  harm- 
ful methods  of  investigation.  Even  in  the  unimpregnated  uterus, 
I  have  known  the  sound  to  be  passed  through  the  walls  of  the 
uterus  so  that  it  could  be  felt  through  the  abdominal  wall,  and 
this,  too,  by  men  of  refined  and  educated  touch.  Tin-  fact  makes 
the  sound  an  instrument  of  danger,  and  altogether  untrustworthy 
as  an  aid  to  diagnosis.  That  it  is  often  the  bearer  of  septic  mate- 
rial to  the  receptive  surface  within  the  uterine  eavir. 
well-established  fact. 

Dr.  J.  F.  W.  ROSS,  of  Toronto,  Canada. — I  have  had  tie 
fortune  to  operate  on  one  case  of  extra-uterine  pregnaii 
term.     My  experience  in  this  condition  La  thai  where  we  have  a 
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thin  wall  we  Bhould  Buspect  pregnancy.  In  my  own  case,  how- 
ever, the  walls  wire  extremely  thick — perhaps  three-quarters  of 
an  inch  thick.    I  have  Been  thoa  poken  of  by  Dr.  Engel- 

inann.  I  saw  one,  with  ^Nlr.  Tait,  in  which  there  was  -upposed 
to  be  a  foetus,  hut  it  proved  to  be  a  case  of  hydranmion.  If  we 
get  a  case  which  simulates  pregnancy  with  thinness  of  the  aterine 

walls,  by  waiting  we  clear  up  the  diagnosis. 

Dr.  J.  McF.  Gaston,  of  Atlanta,  Ga. — It  so  happens  that  a 
very  interesting  case,  directly  in  the  line  of  the  cases  which  have 
been  reported  by  Dr.  Engelmaun,  came  under  my  observation 
within  the  last  year,  and  I  make  bold  to  go  into  some  details  on 
account  of  the  tact  that  I  came  very  near  committing  a  serious 
blunder  in  connection  with  the  case.  I  am  willing  to  go  to  the 
confessional  for  the  benefit  of  others.  A  prominent  practitioner, 
who  has  some  gynecological  experience  and  a  large  obstetrical 
experience,  had  been  treating  this  woman  under  the  impression 
in  the  early  period  that  she  had  some  uterine  trouble.  He  was 
applying  local  applications  of  a  saturated  solution  of  carbolic 
acid  and  iodine  with  glycerin  to  the  neck  of  the  womb,  and 
afterward  higher  up.  These  applications  were  continued  during 
three  or  four  months.  I  was  called,  under  the  impression  that 
the  woman  was  suffering  from  a  uterine  tumor.  I  inquired  into 
the  history  of  the  case  more  minutely  than  my  colleague  had 
done,  and  I  became  impressed  with  the  idea  of  pregnancy.  But 
palpation  and  other  means  did  not  give  us  local  indications  of 
the  existence  of  a  foetus  within  the  uterus.  There  was  a  tumor 
very  perceptible  upon  the  left  side  extending  over  toward  the 
left  iliac  region,  with  scarcely  any  development  on  the  corre- 
sponding side.  The  sound  and  applications  passed  within  the 
cavity  of  the  womb  to  the  distance  of  eight  inches.  I  was  next 
inclined  to  the  idea  that  we  had  to  deal  with  a  case  of  extra- 
uterine fcetation.  By  manipulation  and  other  modes  of  exam- 
ination we  could  not  get  any  evidence  of  a  living  foetus,  and  sup- 
posed, therefore,  that  death  had  occurred  in  the  case,  and  that  it 
was  extra-uterine  fcetation.  We  were  deliberating  and  preparing 
for  an  operation.  Another  gentleman,  who  had  had  considerable 
gynecological  experience,  examined  the  case,  passed  a  sound 
around  within  the  womb  a  distance  of  eight  or  ten  inches,  and  sat- 
isfied himself  that  there  was  no  foreign  body  present  within  the 
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uterus.     The  result  of  the  matter  finally  was  thai  we  did  Q< 
ready  for  performing  the  operation  we  thought  was  necessary. 

If  the  cavity  had  been  more  thoroughly  explored  by  dilatation  oi 
the  cervix  we  might  not  have  urged  this  operation.  The  attendant 

in  charge  said  the  patient  was  now  Buffering  a  great  deal  of  pain, 
and  whatever  was  done  should  be  done  quickly.  The  patient 
was  given  a  hypodermatic  injection  of  morphine  and  atropine, 
and  when  I  went  to  see  the  woman  I  found  her  in  labor,  and  in 
the  course  of  a  few  hours  she  wTas  delivered  of  a  child.  Both 
mother  and  child  are  in  a  good  condition  at  present. 

Dr.  ENGELMAXN,  in  closing  the  discussion,  said  :  Mr.  Presi- 
dent, I  am  very  much  pleased  with  the  criticisms  which  have 
been  made,  and  I  heartily  indorse  what  has  been  said.  1 
fully  with  what  Dr.  McMurtry  has  said  with  reference  to  the 
use  of  the  sound.  In  earlier  days,  I  have  seen  much  mischief 
done  by  this  favorite  weapon ;  I  have  seen  the  uterus  penetrated 
by  able  men  on  the  other  side  of  the  Atlantic.  In  one  a 
learned  professor  told  us  that  he  diagnosticated  extra-uterine 
pregnancy,  seeing  that  he  could  pass  the  sound  through  the 
dilated  Fallopian  tube,  and  allowed  various  students  to  feel  the 
point  of  the  instrument  under  the  abdominal  wall.  Within  a  few 
days  various  punctures  of  the  organ  were  shown  in  the  post- 
mortem room,  the  tubes  being  impervious  to  the  probe  even,  and 
a  great  battle  was  fought  between  the  pathological  men  and  the 
obstetrical  men.  The  obstetricians  sought  to  obliterate  and  close 
the  openings  they  had  made  in  the  uterus,  whilst  the  patholo- 
gists demonstrated  them,  and  proved  that  it  was  impossible  to 
penetrate  through  the  Fallopian  tube  with  even  the  most  deli- 
cate probe.  Abortions,  also,  are  among  the  results  of  the  me- 
chanical injuries  produced  by  the  sound  ;  but  worse,  even,  are 
the  toxic  effects  resulting  from  the  use  of  the  unclean  instrument. 
Death,  following  the  use  of  the  sound,  was  not  unheard  of,  and 
now  we  know  well  how  this  occurred,  how  readily  septie  matter 
is  carried  into  the  uterine  cavity  by  unclean  instruments.  I  con- 
demn  the  use  of  the  sound  as  does  Dr.  McMurtry,  yet  I  would 
likewise  condemn  the  utter  ignoring  of  this  instrument,  which  I 
deem  valuable  in  its  proper  place.  I  am  well  aware  that  a 
examination  under  an  aiuesthetic  would  most  probably  ha 

i  the  facts  in  the  case,  but  would  not  have  told  us  so  clearly 
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and  so  rapidly   whether    the  tumor  were  a  cyst   of  the  Uterus, 

or  a  mass  with  a  cavity  COntinuoUfl  with  the  uterine  canal,  and 
I  repeat  that  the  pliable  copper  applicator,  which  will  yield  bo 
every  obstacle,  Berved  the  purpose  best  in  this  case,  ami  that  this 
instrument,  properly  wrapped  with  cotton,  dipped  in  an  anti- 
septic solution,  can  be  used  with  safety  in  the  pregnant  uterus, 
and,  in  fact,  under  any  conditions.  In  the  cases  referred  to,  the 
instrument  was  passed  without  the  slightest  irritation,  no  pain, 
no  contractions,  no  disturbance  whatever  following  its  introduc- 
tion. I  believe  conditions  exist  in  which  we  not  only  may  use  it, 
but  in  which  its  use  is  indicated,  and  especially  in  such  cases  as 
I  have  mentioned,  for  the  purpose  of  differentiating  between  en- 
largements of  the  uterus  and  flexions  and  tumors.  Bimanual 
examination  alone  would  have  revealed  a  cyst  or  a  mass  in  un- 
certain connection  with  the  underlying  uterus,  but  it  would  never 
have  revealed  its  continuity  with  the  uterine  cavity.  I  was  very 
much  interested  to  hear  that  a  case  similar  to  those  related  by 
me  had  occurred  in  the  practice  of  Mr.  Tait ;  that  attenuation  of 
the  uterine  walls,  and  apparent  absence  of  uterine  tissue  would 
lead  to  the  diagnosticating  of  a  foetus  directly  underlying  the  ab- 
dominal wall.  I  am  gratified  to  know  that  even  so  skilled  a  diag- 
nostician should  be  embarrassed  by  cases  of  this  kind.  I  cannot 
agree  with  my  colleague,  who  claims  that  an  apparent  absence  of 
uterine  tissue  should  contra-indicate  extra-uterine  pregnancy,  as 
he  claims  it  should  do,  evidently  under  the  mistaken  impression 
that  the  walls  of  the  sac  which  surround  the  child  after  it  has 
escaped  into  the  abdominal  cavity  after  rupture,  are  thick  and 
more  like  the  normal  uterine  wall.  On  the  contrary,  the  foetus 
in  abdominal  pregnancy,  as  a  rule,  seems  almost  to  be  free  within 
the  cavity,  and  no  sac  wall  can  be  detected  by  bimanual  exam- 
ination, precisely  as  it  appeared  to  me  in  Case  I.  Absence  of  a 
structure  enclosing  the  foetus,  as  far  as  digital  examination  can 
determine,  would  lead  us  at  once  to  conclude  that  the  pregnancy 
was  not  an  intra-uterine  pregnancy.  To  this  criticism  alone  do  I 
take  exception,  whilst  I  cheerfully  accept  the  considerations  which 
have  been  offered  as  entirely  in  harmony  with  my  views,  and  as 
valuable  additions  to  this  imperfect  paper. 
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BONE  WITH   HYDROCHLORIC  ACID 

AND   PEPSIN. 


By  Robert  T.  Morris.  M.I). 
New   York. 


Sometimes  it  is  desirable  to  remove  dead  bone  without 
subjecting  a  weak  patient  to  a  dangerous  or  deforming  oper- 
ation. Attempts  have  been  made  with  some  success  at  clear- 
ing out  this  bone  by  a  process  of  decalcification,  but  there  are 
two  chief  reasons  why  failures  have  resulted  as  a  rule.  In 
the  first  place,  it  was  discovered  that  superficial  layers  of  dead 
bone  were  decalcified  easily  enough,  but  the  acids  did  not 
reach  deeply  through  the  mass,  especially  if  portions  were 
infiltrated  with  caseseous  or  fatty  debris.  In  the  second 
place,  cellulitis  was  pretty  apt  to  develop  during  the  course 
of  treatment. 

After  much  experimentation,  I  have  finally  adopted  a 
method  of  work  which  seems  to  be  complete.  An  opening  is 
made  through  the  soft  parts  by  the  most  direct  route  to  the 
seat  of  the  dead  bone,  and,  if  sinuses  are  present,  they  are  led 
into  one  large  sinus,  if  possible.  The  large  direct  sinus  is 
kept  open  with  antiseptic  gauze,  and  the  wound  allowed  t<> 
remain  quiet  until  granulations  have  formed.  Granulation 
tissue  contains  no  lymphatics,  and  absorption  of  septic  mate- 
rial through  it  is  so  slow  that  we  have  very  good  protection 
against  cellulitis.  The  next  step  consists  in  injecting  into  the 
sinus  a  two  or  tin-  per  cent,  solution  of  hydrochloric  acid  in 
distilled  water.  It"  the  patient  is  confined  to  bed,  the  injec- 
tion- can  be  made  at  intervals  of  two  hours  during  the  day  ; 
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but  it'  it   is  best   to  keep  the  patient   up  and  about,  the  acid 
solution  is  thrown  into  the  sinus  only  at  bedtime.     In  either 

.c  patient  is  to  assumes  position  favorable  for  the  r 
tion  of1  the  fluid.  Decalcification  of  exposed  layers  of  dead 
bone  take-  place  quickly,  and  then  comes  the  necessity  for  an- 
other and  very  important  step  in  the  process,  At  intervals 
of  about  two  days  an  acidulated  pepsin  solution  is  thrown  into 
the  sinus  (I  use:  Distilled  water,  ir^iv.  j  hydrochloric  acid, 
ntxvi. ;  Fairchild's  pepsin,  59s)>  and  this  will  digest  out  de- 
calcified hone  and  caseous  or  fatty  debris  in  about  two  hour-, 
leaving  clean  dead  bone  exposed  for  a  repetition  of  the  pro- 
cedure. The  treatment  is  continued  until  the  sinus  closes 
from  the  bottom,  showing  that  the  dead  bone  is  all  out. 

Even  in  distinctly  tuberculous  cases  the  sinuses  will  close  if 
apparatus  for  immobilizing  diseased  parts  and  tonic  constitu- 
tional treatment  are  employed,  as  they  should  be,  in  conjunc- 
tion with  our  efforts  at  removing  the  dead  bone.  If  suppura- 
tion is  free  in  any  cavity  in  which  we  are  at  work,  it  is  well 
to  make  a  routine  practice  of  washing  out  the  cavity  with 
peroxide  of  hydrogen  before  each  injection. 

It  is  a  popular  impression  in  the  profession  that  living  bone 
is  not  attacked  by  dilute  mineral  acids ;  but,  as  it  makes  con- 
siderable difference  whether  the  impressien  is  correct  or  not.  I 
experimented  as  follows  :  A  portion  of  the  keratinoid  layer 
was  removed  from  the  carapace  of  a  turtle  (Nanemys guttatus) 
and  the  animal  was  then  placed  tail  downward  in  a  glass  of 
five  per  cent,  hydrochloric  acid  solution.  In  the  glass  I  also 
placed  a  segment  snipped  from  the  plastron  of  the  turtle,  and 
a  transverse  segment  from  an  old,  dry  humerus  of  a  man. 
The  piece  of  humerus  was  completely  decalcified  in  six  hours. 
The  segment  from  the  plastron  was  soft  in  about  twenty 
hours,  and  the  carapace  of  living  bone  was  decalcified  at  the 
exposed  part  in  thirty  hours. 

I  wras  then  curious  to  know  what  effect  the  acid  had  ha  1 
upon  the  bloodvessels  of  the  decalcified  bone,  and  Dr.  Smith, 
of  the  laboratory  of  the  Post-Graduate  Medical  School  made 
for  me  several  sections  of  the  carapace  which  included  both 
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decalcified  and  healthy  bone,  Envestigation  showed  thai  all 
of  the  bloodvessels  won-  destroyed  wherever  the  bone  was 
softened,  and  i\w  action  of  the  acid  had  extended  farther  up 

along  the  larger  bloodvessels  than  elsewhere.  Jn  the  accom- 
panying photo-micrographs  the  dark  portions  represent  decal- 
cified bone  stained  with  carmine,  and  in  the  lighter  portions 
the  structure  of  the  normal  hone-cells  is  readily  distinguished. 
In  Fig.  2  can  he  seen  the  line  of  extension  of  decalcification 
along  three  bloodvessels. 

The  difference  in  time  between  decalcification  of  the  dead 
bone  (six  hours)  and  of  the  living  hone  (thirty  hours)  is  sig- 
nificant ;  a  live  per  cent,  solution  of  hydrochloric  acid  having 
been  used.  If  we  use  a  two  or  three  per  cent,  solution  of 
hydrochloric  acid  a  wall  of  lymph  and  of  granulation  tissue 
is  thrown  out  upon  the  surface  of  the  living  bone  for  protec- 
tion, and  only  dead  bone  is  attacked.  This,  at  least,  has  been 
my  observation  in  several  cases  in  which  the  results  of  treat- 
ment could  be  easily  watched. 

The  details  of  treatment  in  some  of  my  cases  would  be  very 
interesting,  but  if  this  paper  were  lengthened  to  acoommo  late 
them  my  main  points  would  be  apt  to  be  hidden. 
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Dr.  Bedford  Brown,  of  Alexandria,  Va. — I  heartily  indorse 
the  statements  of  Dr.  Morris  in  regard  to  the  treatment  of  carious 
and  necrosed  bone  with  muriatic  acid.  I  desire  to  cite  a  case  in 
a  paper  which  I  read  before  this  Association  at  Atlanta  last  win- 
ter on  "  The  General  and  Local  Treatment  of  Gangrenous  Wounds 
and  Diseases."  One  of  the  cases  cited  in  that  paper  was  a  dry 
gangrene  of  the  foot,  which  extended  over  the  toes,  the  arch  of 
the  foot,  and  the  tarsal  bones.  Finally,  all  the  bones  of  th 
were  laid  bare;  they  became  necrosed,  and  I  then  commenced 
the  systematic  application  of  dilute  muriatic  acid,  according  to 
the  officinal  solution,  two  or  three  times  a  day  to  these  b  >nes,  and 
the  effects  were  admirable.  (Here  Dr.  Brown  read  Case  III. 
from  the  Transactions  of  1890,  page  149.) 
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Continuing,  he  said:  This  case  of  dry  gangrene  ultimately 
recovered  entirely. 

Dr.  Hunt,  chief  surgeon  of  the  Pennsylvania  Hospital,  saw 
the  report  referred  to,  and  wrote  me  a  friendly  and  agreeahle 
letter,  sending  me  a  pamphlet  containing  a  paper  of  his  on 
44  Gangrene  in  Association  with  Diabetes,"  asking  me  the  ques- 
tion if  I  was  familiar  with  diabetic  gangrene.  I  wrote  to  him, 
Baying,  that  while  I  knew  there  was  such  a  thing,  no  case  had  as 
yet  occurred  in  my  practice ;  but,  strange  to  say,  the  urine  of 
this  man  whose  case  I  have  reported  contained  a  large  quantity 
of  sugar.  Previous  to  that  there  had  been  no  general  indication 
whatever  of  sugar  in  the  urine.  The  man  was  fleshy ;  he  did 
not  pass  a  large  amount  of  urine ;  he  had  no  thirst,  or  none  of 
the  peculiar  feverish  symptoms  of  the  diabetic,  and,  in  fact,  there 
were  no  general  indications  of  diabetes. 

Dr.  Hamilton,  surgeon  of  the  Marine-Hospital  Service  of  the 
United  States,  saw  the  case  with  me.  We  examined  the  arteries 
of  the  leg,  and  we  came  to  the  conclusion  at  the  time  that  there 
was  occlusion  of  the  arteries,  but  we  could  not  find  any  embolus 
in  the  arteries  that  was  really  the  cause  of  the  gangrene.  I  was 
sure  afterward  when  I  found  the  sugar  that  that  was  the  cause. 
This  patient  has  occasional  return  of  diabetic  urine  after  impru- 
dent indulgence  in  the  use  of  amylaceous  food,  but  is  always 
amenable  to  treatment.  But  there  has  never  since — now  about 
two  years — been  any  return  of  the  gangrene  or  necrosis  of 
bone. 

Dr.  Henry  O.  Marcy,  of  Boston,  Mass. — I  simply  rise  to 
thank  Dr.  Morris  for  his  valuable  contribution.  It  is  worthy 
of  all  the  commendation  we  can  bestow  on  it.  The  results  of  his 
experimental  work  will  be  of  practical  benefit  to  us  in  our  future 
work,  as  has  been  pointed  out  by  Dr.  Brown. 

Dr.  John  D.  S.  Davis,  of  Birmingham,  Ala.,  said  the  paper 
was  an  unusually  interesting  one,  and  he  should  endeavor  to  put 
into  practical  operation  the  points  brought  out  by  the  essayist  on 
his  return  home. 

Dr.  James  A.  Goggans,  of  Alexander  City,  Ala. — I  feel 
thankful  to  Dr.  Morris  for  his  valuble  paper.  I  have  in  mind 
a  little  patient — a  case  of  neglected  empyema,  with  necrotic 
rib.     I  removed  part  of  the  necrosed  bone,  but,  fearful  that  I 
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might  puncture  into  the  pleural  cavity,  I  di<l  Dot  remove  the 
whole  of  it.  I  shall  adopt  the  treatment  recommended  by  I)r. 
Morris,  and  hope  to  be  able  to  accomplish  something  by  it. 

Dr.  Morris,  in  closing  the  discussion,  -aid:  Dr.  Brown  was 
justified  in  using  a  strong  solution  of*  the  acid  in  the  case  he  has 
reported.  Where  we  apply  the  acid  superficially  and  watch  it, 
we  can  use  a  strong  solution ;  but  in  the  deeper  sinuses  we  use 
the  dilute  solution.  A  2  per  cent,  solution  in  a  child  would  be 
strong  enough;  in  the  adult,  I  would  risk  a  3  per  cent,  solution 
of  hydrochloric  acid.  The  necrosed  bone  can  be  removed  with- 
out hurting  the  patient. 

In  Dr.  Goggans's  case,  I  would  alternate  the  preparation,  using 
acid  and  then  pepsin.  The  patient  should  be  kept  in  bed  to 
secure  the  proper  position. 


THE  PRESENT  ASPECT  OF  CEREBRAL 
SURGERY. 


By  Laxdox  Cartkr  Gray,  M.D., 
York. 


Such  brilliant  and  alluring  hopes  have  been  floating  in  the 
air  for  the  last  few  years  in  regard  to  cerebral  surgery,  and 
such  a  lack  of  precision  has  characterized  most  of  the  articles 
and  the  debates  regarding  the  subject,  that  I  have  thought  no 
more  opportune  topic  could  be  selected  for  a  meeting  of  gen- 
tlemen interested  in  general  medicine  and  general  surgery  J  the 
more  especially  as  the  question  deals  with  two  great  divisions 
of  modern  medicine :  surgery  and  neurology  ;  so  that  a  thor- 
oughly successful  cerebral  operation  is  usually  only  done 
through  the  cooperation  of  a  competent  neurologist  and  a  com- 
petent surgeon.  It  is  probable,  too,  that  the  necessity  for 
neurologico-surgical  knowledge  is  the  real  reason  for  the 
seeming  diversity  of  opinion  that  prevails,  accordingly  as  the 
topic  is  viewed  from  the  surgical  or  from  the  neurological 
standpoint.  Surgery  has  made  tremendous  strides  in  the  last 
two  decades,  and  it  is  quite  possible  that  if  we  could  resurrect 
a  surgeon  frilly  equipped  up  to  the  year  1870  he  could  learn 
his  art  in  many  essentials  anew,  and  sit  like  another  Gamaliel 
at  the  feet  of  some  Saul  who  had  been  his  pupil ;  whilst  neu- 
rology in  its  turn  has  made  an  equally  revolutionary  advance. 
There  is  no  man  I  know  of  in  the  civilized  world  who  is  at 
once  a  master  of  surgery  and  neurology.  It  is  idle  to  discuss 
whether  there  can  be  such  a  man.  Suffice  it  to  say  that  the 
necessities  of  medical  practice  have  nowhere  called  for  such  an 
one,  even  in  the  great  capitals  of  this  country  and  of  Europe. 
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I  shall,  of  course,  view  the  subject  mainly  from  the  point  of 
view  of  the  neurologist,  and  leave  the  matter  of  surgical  tech- 
nique to  some  one  much  more  competent  than  I  am. 

At  the  very  outset  we  should  have  a  clear  idea  of  our  pres- 
ent knowledge  of  localization  of  ('unctions  in  the  brain.  We 
know  quite  accurately  the  functions  of  the  so-called  motor 
area,  consisting  of  the  ascending  parietal  and  ascending  frontal 
convolutions  and  their  in-turned  surfaces  upon  the  great  lon- 
gitudinal fissure,  forming  the  so-called  quadrate  lobule.  We 
know  that  the  upper  third  of  these  two  convolutions,  together 
with  the  quadrate  lobule,  constitute  the  centre  for  the  leg  upon 
the  opposite  side,  whilst  the  middle  third  of  these  same  convo- 
lutions constitutes  the  centre  for  the  muscles  of  the  arm  and 
hand  upon  the  opposite  side,  and  the  lower  third  constitutes 
the  centre  for  the  muscles  of  the  head  and  neck;  and  the  third 
frontal  convolution,  together  with  the  island  of  Reil,  is  the 
centre  for  certain  motor  and  sensory  functions  of  speech  :  so 
that  a  man  having  a  lesion  of  this  region  will  have  ataxic  and 
amnesic  aphasia,  one  alone,  or  both.  We  know  certainly  that 
this  motor  area  contains  the  motor  centres.  Whether  it  also 
contains  the  sensory  centres  for  the  same  parts  of  which  it 
holds  the  motor  centres  is  a  question  that  is  still  under  dis- 
cussion. Many  authorities,  notably  Charcot,  maintain  that 
these  are  motor  centres,  and  that  the  sensory  implications,  if 
present  at  all,  are  transitory  and  slight.  On  the  other  hand, 
the  physiologists  more  especially  insist  that  there  is  a  distinct 
impairment  of  sensation  when  these  motor  centres  are  affi 
Ferrier  and  his  followers  even  go  so  far  as  to  state  that  the 
general  sensations  of  touch,  pain,  temperature,  and  muscular 
sense  have  their  centres  at  the  base  of  the  brain  and  in  the 
gyrus  fornicatus.  We  are,  therefore,  somewhat  at  sea  at  the 
present  day  as  to  what  the  relationship  of  these1  motor  centres 
is  to  sensation,  although  there  can  be  no  doubt  whatever  that 
in  certain  cases  lesion  of  them  surely  can-  s  sensory  as  well  as 
motor  symptoms,  and  this  was  notably  exemplified  in  a  case 
which  I  reported  last  winter  of  a  paralysis  of  motion  and 
muscular  sense  of  the  arm  and  leg  on  le,  caused  by  a 
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small  cysto-sarooma  just  beneath  die  gray  matter  at  the  junc- 
tion of  the  arm-  ami  the  leg-centres.     We  knew,  furthermore, 
that  die  ae   of  the  first  and  Beoond  temporal  convolutions  of  the 
left  side  gives  rise  to  what  is  known  a>  word-deafhess — i.  e.,  the 
patient  hears  words  that  are  spoken  to  him  perfectly  well,  but 
fails  to  grasp  their  meaning,  although  he  can  comprehend  them 
perfectly  if  he  sees  them  written  ;  in  other  words,  the  cortical 
centre  of  the  auditory  nerve  being  destroyed  by  the  lesion  of 
the  first  and  second  temporal  convolutions,  he  fails  to  under- 
stand what  he  hears  perfectly  well,  but  the  cortical  centre  of 
the  optic  nerve  remaining  intact  he  not  only  sees,  but  under- 
stands what  he  sees.     We  know  that  a  lesion  of  the  cuneus 
and  the  adjacent  temporal  convolutions   gives    rise  to  that 
symptom  which  is  known  as  hemiopia  or  hemianopsia,  the 
hemiopia  being  of  both  halves  of  the  retina  on  the  opposite 
side  to  the  enneus  affected.     We  know  that  the  symptoms  of 
lesions  of  the  frontal  lobe  are  purely  mental  as  long  as  they  do 
not  encroach  on  the  motor  area.     We  know  the  symptoms  of 
lesion  of  the  base  of  the  brain  with  its  mesh  of  cranial  nerves 
and  nerve-strands  coming  down  through  the  crura  cerebri  and 
passing  through  the  pons  into  the  spinal  cord,  and  we  have 
known  these  symptoms  appertaining  to  the  base  of  the  brain 
for  a  great  many  years.     We  also  know  fairly  well  the  symp- 
toms that  denote  a  lesion  of  the  cerebellum  and  its  peduncles. 
I  have  marked  out  for  you  upon  this  chart  the  known  regions 
of  the  brain,  which  constitute,  as  you  perceive,  the  motor  area 
— the  two  upper  convolutions  of  the  temporal  lobe  and  the 
island  of  Reil  and  the  third  frontal  convolution,  the  frontal 
lobe,  the  cuneus,  the  base  of  the  brain,  and  the   cerebellum 
with  its  peduncles.     Let  us  now  see  what  we  do  not  know. 
We  do  not  knowr  whether  the  centres  are  in  the  cortex  for 
touch,  pain,  temperature,  and  muscular  sense.     We  do  not 
know  the  functions  of  most  of  the  parietal  lobe  in  the  rear  of 
the  ascending  parietal  convolution  ;  we  do  not  know  the  func- 
tions of  the  upper  part  of  the  occipital  lobe,  the  lower  part  of 
the  temporal,  or  of  any  part  of  the  temporo-sphenoidal  except 
that  appertaining  to  smell,  nor  do  we  know  the  functions  of 
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any  of  the  convolutions  bordering  on  the  great  Longitudinal 
fissure  except  what  I  have  pointed  out  as  the  lobus  quadratus. 
Passing  into  the  substance  of  the  hemispheres,  it  can  be  Baid 
that  we  have  a  very  excellent  knowledge  of  the  symptoms 
caused  by  lesions  at  the  region  of  the  basal  ganglia,  for  here 
we  have  the  motor  strands  coming  up  from  below  and  passing 
into  the  fan-like  radiations  of  the  corona  radiate  but  goir 
the  way  through  what  is  known  as  the  internal  capsule,  which 
runs,  as  you  will  perceive,  between  masses  of  gray  matter — 
upon  which  we  should  dwell  for  a  brief  moment.  To  the 
inner  side  is  the  optic  thalamus  ;  in  front  of  it  is  the  head,  and 
behind  it  is  the  tail,  of  the  over-arching  body  (the  arch  of 
which  is  cut  away  in  this  section)  known  as  the  caudate  <>r 
tail-shaped  nucleus.  To  the  outside  is  the  bean-shaped  mass 
of  gray  matter  which  is  known  as  the  lenticular  or  bean- 
shaped  nucleus.  As  you  will  perceive,  the  mass  of  white 
fibres  coming  up  from  below  in  the  internal  capsule  has  a 
triangular  shape,  the  anterior  portion  containing  the  motor 
fibres  and  the  posterior  portion  containing  the  sensory  fibres. 
We  have,  therefore,  an  excellent  knowledge  of  the  symptoms 
caused  by  lesions  in  this  and  adjacent  portions  of  the  brain, 
as  I  could  well  show  you  if  I  had  time  to  go  into  details. 
Nor  are  we  without  means  of  diagnosis  of  lesions  lviirj; 
between  these  basal  ganglia  and  the  cortex — so-called  sub- 
cortical lesions. 

From  this  recapitulation  it  would  seem  as  if  it  were  an  easy 
matter  to  lay  our  finger  upon  the  exact  site  of  any  lesion  of 
the  brain,  and  go  down  to  its  relief  with  the  surgeon's  knife. 
Practically,  however,  there  are  difficulties  which  a  little  con- 
sideration of  the  subject  will  make  plain,  which  should  not 
discourage  us,  but  which  should  temper  our  enthusiasm.  In 
the  first  place,  it  is  not  always  the  case  that  a  lesion  is  to  be 
found  on  the  opposite  side  to  the  paralysis,  lor  it  not  infre- 
quently has  happened  that  it  was  upon  the  same  side, 
Brown-Sequard  called  attention  to  this  many  year-  ago,  and 
adduced  it  as  a   proof  of  the  worthless  our  growing 

doctrine  of  cerebral   Localization,  but  at   the  same  time,  euri- 
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onsly  enough,   Flechsig,  oi    Leipeic,  was  showing  that   in  a 
certain  proportion  of  individuals  the  motor  fibn  ad  <«r 

passing  over  t<>  the  opposite  Bide  of  the  cord,  passed  down 
upon  the  same  Bide.  I  have  in  two  instances  assisted  in 
surgical  operations  when'  the  Lesion  was  found  upon  the  same 
side  as  the  paralysis,  and  I  have  three  cords  in  my  p 
in  which  there  is  no  evidence  of  decussation.  I  know  of  no 
means  of  guarding  against  this  risk. 

In  the  second  place,  we  must  consider  the  distinction  that 
should  always  be  made  between  the  general  symptoms  of 
brain  disease  and  the  localizing  ones.  Cerebral  tumors,  for 
instance,  will  have  such  general  symptoms  as  cephalalgia, 
vomiting,  neuro-retinitis,  mental  dulness,  and  convulsions; 
but  not  one  of  these  geueral  symptoms  is  of  the  least  value  as 
to  the  site  of  the  tumor.  When  the  localizing  symptom  is 
superadded — as  a  paralysis  of  an  arm,  of  a  leg,  of  speech, 
hemianopsia,  or  word-deafness — the  further  questions  imme- 
diately arise:  Is  this  lesion  in  the  cortical  centre?  Is  it  in 
the  base  of  the  brain  ?  Is  it  in  the  region  of  the  internal 
capsule?  Is  it  between  the  basal  ganglia  and  the  cortex  in 
the  sub-cortical  region  of  the  centrum  ovale?  As  I  have 
said,  we  can  generally  settle  the  question  as  to  whether  it  is  at 
the  base  of  the  brain,  or  whether  it  is  in  the  region  of  the 
internal  capsule,  but  it  is  not  always  so  easy  to  decide  as  to 
whether  it  is  in  the  centrum  ovale  or  in  the  cortex.  Of  late 
years  there  has  been  a  growing  tendency  to  believe  that  sub- 
cortical tumors  of  the  centrum  ovale  are  not  attended  by  con- 
vulsions with  loss  of  consciousness,  whilst  lesions  of  the  cortex 
have  convulsions  with  marked  loss  of  consciousness.  I  have 
had  eight  cases  of  my  own  which  would  entirely  confirm  this 
belief.  If  it  prove  to  be  true,  we  have  in  this  fact  a  valuable 
means  of  diagnosis  between  a  cortical  lesion  and  one  of  the 
centrum  ovale.  But  it  must  be  borne  in  mind  that,  although 
this  symptom  is  probably  reliable,  we  cannot  yet  say  that  it  is 
certainly  so.  If  the  lesion  be  in  the  cortex  in  an  area  wrhose 
function  we  know,  it  will  usually  be  no  difficult  matter  to  find 
it ;  but  the  agony  begins  if  the  lesion  is  in  the  centrum  ovale 
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beneath  the  cortex,  for  our  only  means  of  detecting  it  is  by 

probing,  palpation,  and  cautions  incision  with  the  knife — and 
these  arc  often  totally  inadequate  means  of  finding  a  tumor 
whose  consistence  is  n<>  greater  than  thai  of  the  surrounding 

nervous  tissue,  or  a  tumor  which  is  small  and  deep-seated.      I 

spoke  to  you  a  few  minutes  ago  of  a  patient  of  mine  who  died 
rom  a  oysto-sarcoma  in  the  motor  area,  causing  paralysis  of 

motion  and  of  the  muscular  sense.  This  tumor  was  not  found 
at  the  operation  although  I  ran  a  needle  through  it  three 
times,  as  t\\Q  autopsy  showed  ;  neither  by  palpation  nor 
probing,  nor  by  such  limited  cutting  with  the  scalpel  as  we 
dared  to  do,  could  we  detect  its  existence;  not  even  at  the 
autopsy,  after  I  had  laid  the  brain  upon  a  plate  and  made 
sections  an  inch  thick  from  the  vertex  to  the  base,  did  1  find 
it,  and  it  was  only  discovered  by  individual  and  careful  dis- 
section of  these  brain-sections.  The  reason  for  all  this  was 
that  it  was  a  round-celled  sarcoma  with  a  cystic  degeneration 
in  the  centre  which  had  made  it  softer  than  the  surrounding 
brain-tissue,  and  it  was  no  larger  than  a  small  hazelnut.  In 
another  case  a  distinguished  neurological  friend  of  mine  made 
a  diagnosis  of  cerebral  tumor,  for  which  an  operation  was 
unsuccessfully  done,  as  the  growth  could  not  be  found,  and  it 
was  not  even  found  at  the  autopsy.  The  brain  was  finally 
sent  to  my  neurological  friend,  who — after  hardening  it  for 
three  months  in  bichromate  of  potash  and  then  making  thin 
sections — found  a  tumor,  the  size  of  a  bean,  deeply  imbedded 
in  the  centrum  ovale.  I  know  of  a  similar  case  in  the  expe- 
rience of  a  well-known  surgeon,  and  I  could  go  on  multiplying 
instances  of  the  same  kind. 

Passing  from  these  more  general  considerations,  it  will  be 
well  to  discuss  in  detail  the  different  lesions  for  which  opera- 
tions are  done  upon  the  intra-cranial  contents  at  the  present 
day — although,  of  course,  I  shall  not  waste  your  time  in 
arguing  about  the  moonstruck  claims  of  those  who  would 
trephine  for  general  paralysis  of  the  insane,  ordinary  mania, 
and  Bimple  melancholia,  as  I  feel  assured  that  yon  will  put 
them   on    a    par   with    those    irreclaimable    doctrinaires    who 
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would  do  a  circumcision  or  cut  the  deep  urethra  for  a  pneu- 
nionia.     At  the  presenl  day  operatioDs upon  1 1 1< -  [ntra-craniaJ 
content-  are  advocated,  as  you  know,  for  fracture,  hemorrhag 
abscess,    hydrocephalus,  cephalalgia,   tumors,   epilepsy,   aud 
idiocy. 

Of  fracture,  of  course,  I  need  Bay  very  little,  for  every  tyro 
in  surgery  know-  that  a  fracture  with  symptoms  of  compres- 
sion or  irritation  needs  prompt  surgical  relief,  hut  I  think 
that  the  surgical  text-books  do  not  lay  quite  enough  stress 
upon  the  fact  that  serious  fracture  may  not  sometimes  he 
detected  by  palpation  through  the  scalp,  even  that  of  the 
vertex.  Meningeal  hemorrhage  associated  with  fracture 
should  always  he  operated  upon  as  soon  as  the  general  and 
localizing  diagnosis  is  made,  for  the  danger  that  may  lie  in  a 
surgical  operation  with  antiseptic  precautions  is  immeasurably 

a  than  the  dangers  that  lie  concealed  in  the  meningitis  and 
meningoencephalitis  which  is  almost  sure  to  result.  I  have 
known  of  several  lives  that  have  been  lost  by  a  failure  to 
operate  promptly  under  such  circumstances.  Of  late  years 
there  has  been  a  growing  tendency  to  operate  in  cases  of 
hemorrhage  into  the  region  of  the  basal  ganglia,  sometimes 
traumatic,  but  more  often  idiopathic  ;  but  here  I  cannot 
any  advantage  from  operating,  because  the  hemorrhage  is 
deep  in  the  region  of  the  ventricles,  and  although  it  is  usually 
not  difficult  to  localize,  the  hemorrhage  is  usually  so  small  as 
to  make  it  a  serious  question  whether  the  cerebral  operation  to 
reach  to  a  great  depth  is  not  more  likely  to  do  damage  to  the 
nerve-strands  than  the  outpouring  of  the  blood  itself.  I 
must  admit,  however,  that  the  question  is  still  an  open  one,  so 
that  we  should  be  justified  in  operating  where  the  symptoms 
to  life  are  grave  and  imminent. 

The  results  have  been  extremely  favorable  in  operations 
upon  abscess  of  the  brain,  and  I  have  no  hesitation  whatever 
in  affirming  positively  that  an  of  the  brain  should 

always  be  operated  upon.    It  is  not  necessary  to  oiler  statistics 
upon  this  point,  for  anyone  who  is  acquainted  with  the  liter- 
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attire  of  the  Bubject  cannot  possibly  reach  any  other  conclusion 

than  that  which  I  have  stated. 

The  operations  upon  hydrocephalus  have  been  almost  uni- 
formly useless,  for  the  Beroos  outflow  constituting  the  hydro- 
cephalus, whether  caused  by  tubercular  meningitis  or  not,  is 
not  in  any  way  affected  by  the  operation,  which,  after  all, 
-imply  makes  drainag 

I  was  somewhat  surprised  to  see  that  a  recent  paper  before 
the  late  Congress  in  Washington  -poke  of  cerebral  operations 
tbr  cephalalgia  ;  a-  cephalalgia  is  a  mere  symptom  indicative 
of  very  many  different  Lesions,  it  seems  to  me  that  it  is  about 
as  vague  to  speak  of  trephining  for  cephalalgia  as  it  would  be 
to  speak  of  trephining  for  fever  or  cough. 

The  great  interest  of  modern  surgery  upon  the  intra-cranial 
contents  centres  around  the  question  of  tumors,  and  the  >u<-- 
cess  of  the  operation  will  depend  upon  the  size  of  the  tumor, 
its  location,  the  nature  of  it,  and  the  structural  damage  it  may 
have  done.  Tumors  of  the  cortex,  if  not  too  large  and  not 
gliomatous,  can  usually  be  removed  successfully.  Tumor-  of 
the  centrum  ovale  not  gliomatous  and  not  too  large  can  usu- 
ally be  removed  with  success,  providing  they  can  be  found  at 
the  operation  ;  the  difficulty  of  finding  them,  as  I  have  already 
said,  is  underestimated,  I  think,  by  those  who  are  not  familiar 
with  this  branch  of  surgery.  It  will  be  noticed  that  I  have 
expressed  myself  with  caution  regarding  gliomatous  tumors, 
but  even  here  successful  operations  can  be  done. 

Xext  to  tumors,  the  question  of  operation  for  epilepsy  has 
been  of  most  interest  to  the  modern  surgeon,  and  about  this 
subject  there  has  been  a  vast  deal  of  confusion  of  thought. 
Epilepsy,  after  all,  is  but  a  symptom,  just  a-  is  cough  or  fever 
or  diarrhoea,  etc,  and  in  any  given  case  it  first  behooves  us  to 
ascertain  of  what  the  epilepsy  is  a  symptom.  As  a  mar 
fact,  it  is  known  that  epilepsy  may  be  caused  by  intra-cranial 
tumors,  hemorrhage,  frad  aions  causing  hemorrhage, 

and  diplegia  in  the  infant  and  child  (such  as  that  loss  ot'  sub- 
Btanoe which  is  known  a-  porencephalous,  hemorrhage,  enceph- 
alitis, and   meningitis);  and,  finally,  -   the  epilepsy 
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which  is  called  idiopathic  b  the  pathological  alterations 

of  the  brain  that  cause  it  are  either  not  known  or  are  not  dis- 
coverable to  the  naked  eye  when  tiny  arc  caused  by  a  peculiar 
chronic  growth  of  fine  connective  tissue  described  by  Choalin 
as  gliosis  (neuroglia  of  the  brain),  or  by  certain  alterations 
in  the  ganglion  cells  of  the  cortex,  to  which  Bevau  Lewis  has 
lately  called  attention.  To  operate  for  epilepsy  caused  by 
fracture,  hemorrhage,  and  tumors  is  to  operate  for  fracture, 
hemorrhage,  and  tumors,  and  the  prognosis  will  depend  upon 
the  prognosis  of  operation  for  fracture,  hemorrhage,  and 
tumors.  To  operate  upon  the  brain  of  a  child  that  has  had 
during  fetal  or  infantile  life  that  loss  of  substance  to  which 
has  been  given  the  name  of  porencephalus,  or  which  has  been 
afflicted  with  a  foetal  or  infantile  hemorrhage  or  meningitis  is 
to  operate  upon  an  old  lesion  that  lias  long  before  done  its 
mischief  in  destroying  nerve-centres  and  nerve-strands,  which 
has  arrested  the  development  of  the  brain,  and  which  may 
have  left  simply  a  cavity  or  atrophy  of  certain  portions  of  the 
brain  behind  it,  so  that  we  can  cut  out  a  hole  or  an  atrophied 
portion  ;  or,  even  if  we  do  reach  the  old  meningitis  or  the 
remains  of  an  old  hemorrhage,  we  cannot  possibly  hope  to 
remedy,  by  any  surgical  operation,  the  secondary  degeneration 
of  nerve-strands  and  the  arrest  of  development  of  the  brain. 
I  have  no  hesitation,  therefore,  in  stating  that  operation  upon 
epilepsies  of  this  type  is  totally  indefensible.  When  we  come 
to  cases  of  so-called  idiopathic  epilepsy  I  would  like  to  ask 
if  any  man  in  his  senses  thinks  it  possible  to  localize  a  scler- 
osis that  has  a  microscopic  alteration  of  the  fine  connective 
tissue  of  the  brain,  or  to  separate  with  the  surgeon's  knife  the 
microscopic  pyramidal  cells  in  certain  of  the  seven  or  eight 
layers  of  the  cortex?  The  advisability  of  a  cerebral  operation 
for  epilepsy,  therefore,  resolves  itself  into  the  question  as  to 
whether  the  epilepsy  is  due  to  fracture,  recent  hemorrha 
a  tumor  that  can  be  reached,  in  which  cases  it  is  certainly 
advisable  to  operate,  although  we  should  even  then  be  very 
cautious  in  our  statements  as  to  the  effects  that  will  be  had 
upon  the  epileptic  manifestations,  for  I  have  been  striving  for 
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years  to  impress  the  fact  thai  an  epileptic  habit,  once  set  up 
by  whatsoever  cam  ry  likely  to  continue.     Again  and 

again  have  I  called  attention  to  the  fact  that  epilepsy,  from 
whatever  canse  induced,  can  be  beneficially  affected  for  a  cer- 
tain length  of  time  by  almost  anything  that  is  done  for 
that  circumcision,  operations  upon  the  deep  urethra,  ovariot- 
omies, removal  of  laryngeal  tumor-.  >n  of  cdcatrio 
the  scalp,  cutting  the  eye-muscles,  putting  a  seton  in  the  neck, 
many  remedies  hitherto  untried  by  the  patient,  will  all  have 
the  ell'  using  the  epilepsy  to  cease  temporarily,  so  that 
every  new  surgical  operation  and  hundred-  of  new  remedies 
have  had  their  vogue  for  the  time  being.  It  is  this  disn 
of  the  characteristic  of  the  clinical  hisi  that 
leads  surgeons  to  rush  into  print  with  a  worthless  history  of 
improvement  or  cessation  of  tli-  the  time  being,  loading 
down  our  literature  with  histories  that  are  worthless  because 
they  are  seldom  or  never  completed  by  the  record  of  the 
relapses  that  almost  invariably  take  place.  I  have  known 
epilepsies  to  cease  spontaneously  for  fifteen  year-,  and  there 
are  records  of  cases  with  an  interval  of  twenty  years.  There 
is  not  a  record,  so  far  as  I  know,  of  a  single  ease  of  cure  of 
epilepsy  by  a  cerebral  operation.  Nevertheless,  I  do  not  wish 
you  to  misunderstand  me  by  supposing  that  I  would  not  have 
you  advise  operation  in  a  case  of  epilepsy  caused  by  a  remov- 
able intra-cranial  lesion.  On  the  contrary,  I  would  str 
advise  such  an  operation,  but  I  would  carefully  impress  apOE 
the  surgeon  the  necessity  of  being  very  cautious  in  I 
ments  as  to  whether  the  epilepsy  would  be  cured  thereby. 

In  the  last  few  years  an  operation  has  been  described  by 
M.  Lannelongue  for  the  relief  of  idiocy,  based  upon  the  sup] 
tion  that  certain  cases  of  microcephalic  idiocy  are  caused  by 
premature  ossification  of  the  fbntanelles  and  consequent  arrest 
of  development  of  the  cerebrum,  the  idea  being  that  removal 
of  a  sufficient  amount  of  the  skull  to  permit  development  of  the 
brain  will  enable  the  latter  to  proceed  in  it-  normal  | 
evolution.     The  operation  is  too  recent  a  on  .it  of  any 

pinion  for  or  against  it,  althoti 
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have  qo1  been  encouraging,  with  the  single  exception  of  a 

-    reported  by  Bauer. 

To  sum  up,  therefore,  I  would  advise  an  operation  upon 
the  intra-cranial  contents  in  cases  oi  tumor  that  in  size  and 
location  arc  removable;  in  cases  of  fracture  and  menii 
hemorrhage j  in  cases  of  abscess j  incases  of  epilepsy  caused 
by  localizable  and  removable  lesions  ;  and  in  cases  of  idiocy 
in  which  there  has  been  a  history  of  arrest  of  development 
prol>al»ly  due  to  ossification  of  the  fbntanelles. 

Bibliography. 

Agncio.  D.  Hayes:  "  Present  Status  of  Brain  Surgery  Based  on  the  Practice 
of  Philadelphia  Surgeons,''  Xew  York  Medical  Record,  September  6,  1891. 

Annual  of  the  Universal  Medical  Sciences,  1888,  1889,  1890,  and  1891. 

Set/del :  Antiseptik  and  Trepanation,  1886. 

Bergmann  :  Die  chirurgische  Behandlung  von  Hirnkrankheiten,  1888. 

Fischer :  Wien  med.  Presse,  October,  1889. 

Fericr :  Functions  of  the  Brain,  1S86. 

Gray:  "  Case  of  Paralysis  of  Motion  and  Muscular  Sense,"  Report  of  the 
Xew  York  Medical  Society,  1&91. 

Hood:  London  Lancet,  September  21,  1889. 

Lampasi :  Wien  med.  Wochenschrift,  May  19,  18S9. 

Park,  Roswcll :  "  Surgery  of  the  Brain,"  Transactions  of  the  Congress  of 
American  Physicians  and  Surgeons,  vol.  i.,  1S89. 

Starr,  M.  A.:  Medical  Xews,  January  12,  1890. 

Wood,  H.  C:  University  Medical  Magazine,  April,  1889. 


SOME   COMPLICATIONS   OF    PSOAS    ABSCESS. 


By  J.  MoFaddbh  Gtastok,  M.l>. 

Atlanta,  Ga. 


Psoas  aba  sess  has  U>en  so  generally  confounded  with  lum- 
bar abscess,  resulting  from  caries  of  the  vertebrae,  that  few 
practitioners  lay  any  stress  upon  a  clear  diagnosis  of  it.  That 
inflammation  developed  from  the  presence  of  pus  resulting 

from  osseous  degeneration  of  the  lumbar  vertebra?,  is  quite 
distinct  from  psoitis,  originating  in  the  substance  of  the  mus- 
cle or  Its  sheath.     In  the  former,  the  psoas  muscle,  as  well 

as  the  iliacus  interims,  become  involved  from  the  fact  that 
they  lie  in  the  tract  by  which  the  pus  seeks  an  outlet  in  the 

inguinal  or  femoral  region.  In  the  latter,  psoitis  is  the  result 
of  some  direct  violence  to  or  strain  upon  the  muscle,  when  of 
local  origin  ;  and  in  other  cases  follows  disease-,  being  thus 
of  an  idiopathic  nature. 

The  patient  is  not  conscious  generally  at  the  outset  of  pain 
in  the  iliac  region,  but  upon  pressure  along  the  line  of  the 
psoas  muscle,  tenderness  is  revealed,  showing  the  existence  of 
inflammation  in  its  tissues  and  in  its  proper  sheath.  From 
this  inflammation,  whether  of  a  traumatic  or  idiopathic  char- 
acter, there  is  a  suppuration  within  the  sheath  of  the  psoas 
muscle,  constituting  the  true  psoas  abscess,  with  which  my 
paper  is  alone  concerned.  This  limitation  of  psoas  abscess  is 
requisite,  a-  it  dors  not  imply  a  scrofulous  diathesis,  which 
underlies  usually  lumbar  abscess  from  caries  of  the  vertebra, 
and  necessitates  entirely  different  means  of  treatment.     ! 

38   may  be  a  simple  local    inflammation   or   may  lead   to 

tutional  disturbance  of  a  grave  nature,  but    is   not  asso- 
targ  18 
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dated  with  a  strumous  degeneration  of  the  organism, 
exists  in  Lumbar  abac  ss.     In  other  words,  the  scrofulous  ele- 
ment does  not  enter  into  it,  unless  as  an  incidental  develop- 
ment 

The  psoas  magnus,  haying  its  origin  from  the  transverse 
processes  of  all  the  lumbar  vertebrae,  and  from  the  bodies  of 
the  four  upper  lumbar  and  last  dorsal  vertebras,  it  is  a  nat- 
ural sequence,  that  caries  of  these  vertebra?  should  involve  it 
in  the  resulting  suppuration.  But  this  is  clearly  a  conse- 
quence, dependent  upon  its  location  in  the  line  by  which  the 
pus  descends  under  the  law  of  gravity,  where  there  is  least 
resistance,  escaping  by  the  same  outlets  as  that  from  psoitis. 
AYhile  an  ordinary  simple  psoas  abscess  is  accompanied  with 
local  signs  of  inflammation  in  the  course  of  the  muscle,  there 
is  a  characteristic  retraction  or  drawing  up  of  the  thigh  on  the 
affected  side,  due  to  the  insertion  of  the  common  tendon  of  the 
psoas  and  iliacus  internns  into  and  below  the  lesser  trochanter 
of  the  femur.  This  is  due  to  the  contraction  of  these  two 
muscles  from  the  irritation,  and  may  be  regarded  as  pathog- 
nomonic of  the  progress  of  the  inflammatory  action  in  their 
tissues.  As  a  general  rule,  the  collection  of  pus  is  to  a  great 
extent  circumscribed,  and  by  the  thinness  of  the  structures 
over  these  muscles,  there  is  a  tendency  toward  the  surface 
immediately  in  front  of  the  quadratus  lumborum.  If  fluctu- 
ation reveals  the  presence  of  pus,  timely  evacuation  should 
prevent  its  extension  toward  Poupart's  ligament,  or  its  per- 
foration into  the  large  intestine.  But  if  an  incision  be  de- 
layed, the  point  of  least  resistance  yields,  and  the  pus  is  then 
discharged  into  the  colon.  This  may  be  followed  by  tempo- 
rary relief,  and  yet  leave  a  fistulous  opening  which  leads  to 
future  trouble. 

It  is  to  this  class  of  complications  that  the  attention  of  the 
profession  is  directed  in  the  present  paper  as  being  often 
overlooked.  A  case  of  this  nature  was  reported  by  me  in 
the  Southern  Medical  Record  during  the  summer  of  1888,  in 
which  psoas  abscess  was  diagnosed  in  the  right  iliac  region, 
with  all  the  indications  for  its  evacuation.     But  when  I  went 
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on  tlit'  following  day  (or  the  purpose  of  making  the  incision, 
the  fulness  in  the  iliac  region  with  sense  of  fluctuation  had 
disappeared,  so  that  this  operation  was  ool  warranted.     With 
a  view  to  satisfy  myself  and  my  colleagues  of  the  existence  of 
a  sac  in  the  locality  corresponding  to  the  supposed  abso 
trocar  was  thrusl  in  about  midway  between  the  crest  of  the 
ilium  and  the  point  of  the  twelfth   rib.     Alter  passing  the 
skin   and   Bubcutaneous    cellular    tissue   there    was   a    distinct 
resistance,  as  if  by  a  firm,  tough  membrane,  when  the  point 
of  the  instrument  advanced  freely,  giving  the   impression   of 
an  open  space.     Upon  removing  the  stilet,  the  canula  was 
moved  in  different  directions  without   meeting  any  impedi- 
ment; but  there  was  no  discharge  of  pns,  and  the  inference 
was  clear  that   the  purulent  collection   within  the    pyogenic 
membrane  had  found  an  outlet  by  another  channel,      [nsp 
tion  of  the  evacuations  from  the  bowels,  which  were  copious, 
gave  indications  of  the  presence  of  much  pns.      This  was  quite 
sufficient  evidence  that  the  purulent  discharge  from  the  psoas 
abscess  had  entered  the  colon  by  perforation  of  the  walls  of 
the  intestine.      My  colleague  in  charge  of  the  patient,   who 
had   watched  the  progress  of  the  case   from  the  outset,  cou- 
curred   fully  in  this  view  of   the  matter,  and   that  no  further 
active  measures  were  then  requisite  on  our  part. 

In  the  meantime,  by  that  peculiar  legerdemain  which  is 
sometimes  practised  by  the  friends  of  patients,  with  the  too 
ready  cooperation  of  over-zealous  practitioners,  the  patient 
passed  into  the  hands  of  other  colleagues.  Being  informed 
that  treatment  was  adopted  upon  a  different  impression  of  the 
conditions  than  those  involved  in  my  diagnosis,  I  sought  by 
a  written  communication  to  one  of  the  colleagues  who  had 
assumed  charge  of  the  case,  to  get  a  statement  of  his  views  for 
publication  with  mine.  But  no  response  came;  ami  in  the 
course  of  a  month  the  patient  returned  to  me  with  the  ac- 
knowledgment that  my  diagnosis  was  correct,  giving  the 
fullest  confirmation  of  its  correctness  in  his  existing  .symp- 
toms and  the  subsequent  progress  of  his  case. 

With  the  exception  of  a  year's  interval,  he  has  been   under 
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my  care  since  that  time.  It  was  found  convenient  for  the 
patient,  during  a  visit  to  that  section,  to  consult  Dr.  C.  T. 
Parkes,  of  Chicago,  who,  discovering  a  zone  of  inflammation 

on  the  outer  thee  of  the  ilium,  made  an  incision  transversely, 
-i.\  inches  in  extent,  down  to  the  bone.     I>ut  do  focus  of 

the  can-'  of  disturbance  was  found,  and  the  incision  was  b  |»t 
d  with  lint,  bo  that  it  was  gradually  healed,  excepting  at 

a  central  point,  from  which  there  was  a  purulent  discharge 
constantly,  yet  in  small  quantity. 

Under  these  circumstances  the  patient  was  presented  for 
examination  by  a  number  of  colleagues  at  the  meeting  of  the 
Medical  Association  of  Georgia,  at  Brunswick,  in  the  month 
of  April,  1890. 

He  stated  that  there  seemed  to  be  some  communication  of 
the  bowels  with  this  fistulous  opening  in  the  wound  over  the 
ilium,  and  that  air-bubbles  frequently  were  mixed  with  the 
purulent  discharge. 

Afterward  he  came  to  Atlanta,  with  an  aggravation  of  the 
fistulous  canals,  which  ran  in  various  directions  over  the  dor- 
sum of  the  ilium,  and  I  laid  open  several  pockets  in  which 
pus  was  accumulated.  In  the  course  of  the  dressings  of  these 
incisions  there  was  found  to  be  remaining  a  fistulous  tract 
coming  over  the  crest  of  the  ilium,  which  has  kept  open  and 
is  discharging  pus  constantly. 

The  patient,  being  engaged  in  business  at  Jacksonville, 
Fla.,  wrote  me  from  that  place  April  4,  1890,  saying  :  "  Mat- 
ters have  come  out  just  about  as  you  predicted  when  I  last 
saw  you.  The  pains  and  soreness  returned,  not  so  bad  as 
when  I  was  in  Atlanta,  but  enough  to  compel  me  to  leave 
Florida  and  go  to  my  home  in  the  North.  I  consulted  all 
the  local  physicians  near  my  home,  and,  finally,  went  to  the 
Presbyterian  Hospital  in  Chicago,  and  had  Dr.  Parkes  to 
treat  me.  He  concluded  there  was  bone  trouble,  and  made 
an  incision  about  one  inch  below  where  you  probed  when 
making  the  examination  in  Atlanta.  He  thought  the  hip- 
bone was  enlarged,  but  could  not  find  the  cause  of  trouble. 
At  the  end  of  a   month   I   had    improved  so   much   that  I 
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thoughl  best  to  return  to  Florida  and  resume  work,  arriving 
hereon  the  L6th  of  last  November.  About  the  1st  of  March 
the  scar  began  to  get  very  tender,  became  irritable,  and  after 
about  five  days  became  very  much  inflamed,  having  the  ap- 
pearance of  a  large  boil.  Finally  it  broke  and  a  large  amount 
of  pus  escaped.  It  still  runs  freely.  I  experienced  immediate 
relief  when  the  pua  began  to  escape,  and,  although  I  have 
gain  d  little  in  strength,  feel  much  better  in  every  way  than 
for  a  year  past." 

He  wrote  again  on  April  26,  1890,  stating  some  facts  of 
peculiar  significance,  in  view  of  the  former  discharge  of  the 
purulent  collection  into  the  Large  intestine. 

"The  abscess  in  my  side  took  rather  a  strange  turn  last 
night.  My  bowels  having  been  somewhat  constipated  for 
several  days  I  took  an  injection,  thinking  that  better  than 
a  purgative,  which  invariably  causes  trouble  in  my 
After  taking  the  injection  the  bowels  appeared  to  be  dis- 
tended, and  when  I.  went  to  stool  the  usual  straining  brought 
an  alarming  activity  in  the  discharge  from  the  wound  in  my 
side.  What  appeared  to  be  the  water  I  had  a  lew  moments 
before  injected  into  the  rectum,  fairly  gushed  out  from  the 
wound  at  every  strain.  I  slept  very  well  all  night  ;  very 
little  pain  or  soreness  in  side  or  bowels,  but  the  discharge 
from  the  wound  was  very  copious — most  of  it  the  water-like 
discharge  of  the  early  part  of  the  night. 

"I  have  before  imagined  that  t\ww  might  be  some  connec- 
tion between  the  bowel  and  the  wound.  On  several  occasions, 
while  at  stool,  the  straining  of  muscles  and  distending  of 
rectum  caused  a  sensation  as  of  air  being  forced  along  the 
of  the  opening  to  the  lip  of  the  wound,  and  a  feeling 
at  the  lip  of  the  wound  as  of  air  being  forced  from  it.  <>r  of 
pus  bring  forced,  bubbling,  out  of  the  wound." 

Another  letter,  with  date  of  July  1:],  1891,  from  Smithville, 
Ga.,  gives  still  further  confirmation  of  a  fistulous  tract  from 
the  large  intestine  to  the  external  wound.  The  patient  writes 
that  u  the  discharge  from  the  abscess  has  been  constant.  There 
is  unmistakable  evidence  of  a  connection  with  the  bowl,  and 
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during  the  last  four  days  it  has  been  more  marked  than  be- 
fore, I  wish  to  see  you  and  let  you  thoroughly  examine  the 
thine  again." 

The  patient  wrote  again  from  Smithville  on  July  80,  L891, 
Hows : 

"There  bas  been  very  little  change  in  my  condition  since 

I  last  wrote  you.     Considerable  discharge  of  pus  from  the 

wound  and  a  continual  passage  of  air  from  it.   I  will  endeavor 

•  t  to  Atlanta  in  September,  and  let  you   make  a  thorough 

examination  and  another  incision,  if  deemed  necessary." 

No  further  communication  being  received  from  the  patient, 
it  is  interred  that  there  has  been  no  aggravation  of  his  suffer- 
ings latterly. 

If  it  should  devolve  upon  me  to  do  a  radical  operation,  by 
exploration  of  the  fistulous  tract  to  its  entrance  into  the  colon, 
I  shall  attempt  the  occlusion  of  this  opening  by  denuding  the 
edges  and  the  use  of  Lembert's  sutures. 

A  case  of  traumatic  origin,  corresponding  in  its  history  of 
intestinal  communication  with  the  foregoing  result  of  psoas 
abscess,  was  under  my  charge  in  the  Providence  Infirmary 
during  the  past  six  months.  A  young  man,  twenty-four  years 
old,  received  a  kick  from  a  mule  in  the  left  iliac  region,  which 
was  followed  by  inflammation  and  distention  of  that  region. 
This  subsided  suddenly,  with  subsequent  discharges  from  the 
bowels  of  what  appeared  to  be  purulent  matter. 

When  the  patient  was  first  examined  on  July  10,  1891,  at 
the  Infirmary,  there  was  tenderness,  with  some  induration 
extending  from  the  iliac  to  the  inguinal  region  in  the  line  of 
the  psoas  muscle.  This  was  less  evident  subsequently;  yet 
there  remained  an  oblong  area  of  sensitiveness  below  the  point 
of  the  last  rib,  which  was  about  the  size  of  the  palm  of  one's 
hand  ;  and  there  was  a  space  between  the  crest  of  the  ilium 
and  the  rib  which,  upon  palpation,  imparted  a  feeling  of 
emptiness  within. 

An  exploratory  puncture  with  a  trocar  in  the  middle  of 
this  space  revealed  a  dense  resisting  membrane,  requiring 
considerable  force  for  the   instrument   to   pass  into  a  cavity 
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beyond.  The  stilet  being  removed,  the  canula  was  passed 
in  different  directions  without  giving  exit  to  any  pus.  This 
exploratory  puncture  was  not  followed  by  any  notable  conse- 
quence of  a  local  or  general  nature. 

The  entire  iliac  region  was  subsequently  coated  over  with 
the  following :  Collodion,  5j  J  iodine,  grs.  vj  camphor,  5j  J 
mixed,  and  applied  over  the  surface  with  a  camel's-hair  pencil 
night  and  morning. 

After  using  internally  for  some  weeks  various  alteratives 
and  tonics,  the  patient  was  put  upon  the  use  of  Donovan's 
solution,  with  gradual  improvement  in  all  respects. 

He  left  the  Infirmary  August  14,  1891,  and  writing  from 
Madison,  (Ja.,  on  the  31st  of  August,  stated  that  he  had  been 
taking  the  last  medicine,  but  does  not  get  much  relief  "  from 
a  tight,  hard  feeling  in  the  abdomen." 

The  impression  or  inference  that  there  was  a   p-<>:i-  abs 
originally,  and  that   pus  was  evacuated  into  the  colon,  rests 
upon  the  report  of  the  patient  and  his  mother,  along  with  the 
observation  made  in  connection  with  my  exploratory  puncture. 

Nothing  definite  can  he  determined  as  yet  in  regard  to  the 
final  issue  of  this  case,  and  1  should  not  he  surprised  if  an 
external  outlet  should  ultimately  occur,  as  in  the  other  ca 

No  further  communication  has  been  received  from  the  pa- 
tient during  the  past  two  months,  which  leads  to  the  inference 
that  there  has  not  been  any  special  aggravation  of  his  condi- 
tion calling  for  advice. 

A  most  interesting  illustration  of  a  psoas  abscess  finding  an 
outlet  into  the  colon  was  presented  in  the  person  of  a  boy 
about  twelve  years  of  age,  to  whom  I  was  called  in  consulta- 
tion in  the  month  of  March,  1891. 

In  the  course  of  an  attack  of  fever  an  acute  inflammation 
was  developed  in  the  Left  iliac  region,  and  eventually  pre- 
sented  fluctuation,  extending  toward  the  inguinal  region, 
with  a  well-defined   bulging  of  an  oblong  shape. 

The  diagnosis  made  by  Drs.  W.  A.  Crow  and  YV.  P.  Xicol- 
BOn  prior  to  my  visit,  in  company  with  the  latter,  was  that 
of  abscess,  and    I   was  called    t"   assist    in   a   decision   as   to  an 
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operation.  In  the  interval  between  the  morning  vis  i  of  IV. 
NicolsoD  and  our  joint  visit  in  the  afternoon  a  notable  el 
in  the  case  had  occurred  while  moving  the  patient  in  a  car- 
riage from  one  house  to  another  in  a  remote  pari  of  the  city. 
There  was  a  marked  subsidence  of  the  protuberance  in  the 
iliac  region,  and  the  indications  of  pus  appeared  in  the  evacu- 
ation- from  the  bowels,  thus  Leading  to  the  conclusion  that  a 
psoas  abscess  had  been  discharged  by  perforation  of  the  intes- 
tinal wall  into  \\w  descending  colon.  Of  course,  no  operative 
measure  was  called  lor.  and  my  only  suggestion  then  wi 
smear  the  iliac  region  with  mercurial  and  belladonna  ointment 
(aa  $j)  on  cotton  and  a  bandage. 

The  report  on  inquiry  next  day,  was  that  the  purulent 
discharge  from  the  bowels  had  eontinued,  with  a  further 
subsidence  of  the  iliac  prominence.  The  constitutional  dis- 
turbance had  almost  disappeared,  and  everything  promised  a 
favorable  termination  in  the  complete  evacuation  of  the  a1' 
through  the  opening  into  the  large  intestine. 

It  was  learned  subsequently  from  the  attending  physician, 
Dr.  Crow,  that  there  was  some  febrile  excitement  for  a  week 
or  ten  days,  and  that  the  purulent  discharge  from  the  rectum 
gradually  disappeared.  The  boy's  health  was  completely 
restored  in  the  course  of  a  month,  and  at  the  present  time  he 
is  strong  and  hearty,  without  any  notable  effects  of  the  abscess. 
It  will  be  noted  that  this  case  of  unmistakable  discharge  of 
psoas  abscess  into  the  large  intestine  is  the  only  one  out  of 
three  which  have  come  under  my  observation  that  has  escaped 
troublesome  results. 

One  of  the  cases  occurred  in  the  psoas  muscle  of  the  right 
side,  and  the  other  two  on  the  left,  thus  illustrating  that  the 
relations  of  the  ascending  and  descending  colon  to  the  psoas 
and  iliacus  internal  muscles  are  such  as  to  allow  of  the  direct 
outlet  of  an  abscess  on  either  side  into  the  large  intestine. 

The  gravity  of  a  radical  operation  for  the  relief  of  perfora- 
tion and  consequent  fistulous  outlet  into  the  bowel  renders 
prevention  highly  important.  The  practical  lesson  to  be 
learned   from  these  cases  of  perforation  of  the  intestinal  wall 
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from  the  collection  of  pus  in  the  sheath  of  the  psoas  muscle, 

ifl  to  resort  to  an    incision    for  the  external   evacuation  of  the 
98,  80  soon  as  the  evidence  of  pUS   is   presented.      Should 

there   be  do  signs  of  fluctuation,  after  the  progress  of  the 

inflammatory    Bymptoms    for    several    day>,    it     would     he    a 

prudent  step  to  make  an  exploratory  puncture  at  such  point 
as  might  reveal  the  existence  of  pus.  In  the  even!  that  pus 
is  discovered,  however  deep-seated  it  may  he,  a  free  incision 
should  he  made  without  delay,  so  as  to  give  it  an  external 

outlet.      No  time  should   he   lost    in    poulticing  or  other  meas- 
with  a  view  to  bring  the  pus  near  the  external  surface, 
lest  the  discharge  may  take  the  direction  of  least   resistance 
and  burrow  through  the  intestinal  wall  into  the  canal. 

The  favorable  results  obtained  generally  by  timely  opera- 
tions for  the  evacuation  of  psoas  a!  externally  are  cal- 
culated to  encourage  prompt  action  on  the  part  of  the  but 
in  dealing  with  acute  psoas  abscesses  which  are  uncomplicated 
with  caries  or  other  osseous  degeneration  of  the  lower  dorsal 
and  Lumbar  vertebrae  dependent  upon  a  scrofulous  diathesis. 

A  detailed  report  of  a  well-defined  psoas  abscess  of  a  cir- 
cumscribed character  was  made  by  me  in  the  Medical  and 
Sutyical  Reporter  for  the  year  1885,  which  embodies  the 
principal  points  of  treatment  in  uncomplicated  cases  of  this 
nature. 

In  the  progress  of  the  suppurative  action,  which  was  deep- 
seated  and  obscure,  there  was  hectic  fever  with  its  character- 
istic phenomena  of  rigors,  followed  by  well-marked  febrile 
paroxysms,  and  ending  in  profuse  sweat.  Salicylate1  of  soda 
and  quinine  were  relied  upon  chiefly  for  controlling  the  hectic 
development-. 

So  soon  as  pus  was  detected  in  the  iliac  region  an  incision 
was  made  midway  between  the  crest  of  the  ilium  and  tin1 
point  of  the  twelfth  rib,  with  the  insertion  of  a  drainage-tube. 
A  coating  of  iodized  Collodion  was  applied  over  the  line  of  the 

psoas  muscle,  extending  toward  the  inguinal  region,  to  serve, 
by  its  contraction,  as  compression  over  the  walls  of  the  al  - 
Subsequently  another  focus  of  suppuration   was  discovered 
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further  back  near  the  lumbar  region,  which  was,  in  Like  man- 

vacuated  by  an  incision  and  followed    by  the  application 

of  iodized  collodion.   Compression  with  cotton  and  a  bandage 
completed  the  core,  without  any  subsequent  return  of  trouble. 

The  variety  of  outlet-  for  psoas  abscesses,  when  left  to  be 
evacuated  spontaneously,  is  a  most  notable  feature  of  sup- 
puration in  this  region.  Almost  every  organ  and  tissue  in 
the  vicinity  of  the  collection  of  pus  has  become  involved, 

where  it  i>  not  confined  by  a  well-defined  pyogenic  mem- 
brane. Not  aloue  has  the  discharge  found  its  way  into  the 
rectum,  but  into  the  bladder,  or  vagina,  over  the  brim  of  the 
pelvis,  aloug  the  inguinal  canal,  at  the  obturator  foramen  and 
ischiatic  notch.  Openings  have  occurred,  after  the  pus  has 
permeated  the  cellular  tissue,  in  different  portions  of  the  thigh 
and  leg,  even  as  low  down  as  the  tendo  Achillis.  The  ex- 
tension of  the  suppuration  along  the  fascia  assumes  the  nature 
of  diffused  abscess,  and  cannot  be  arrested  by  its  discharge  at 
the  most  remote  point,  but  calls  for  correction  at  its  source  by 
free  evacuation  and  drainage.  If  the  origin  of  the  trouble  is 
discovered  to  be  in  the  sheath  of  the  psoas  muscle,  it  still 
devolves  upon  the  surgeon  to  adopt  measures  to  obliterate  the 
tract  of  the  pus  in  the  remote  parts,  as  there  may  otherwise 
remain  a  fistulous  canal  leading  from  the  focus  to  its  outlet. 
The  plan  found  most  effective  under  such  circumstan 
the  application  of  stimulating  embrocations  with  well-gradu- 
ated compression  by  a  roller  bandage. 


THE  VENOMOUS    REPTILES   OF  THE    UNITED 

STATES,   WITH    THE    TREATMENT    OF 

WOUNDS  INFLICTED   BY  THEM. 


By  Paul  B.  Babbivoib,  M.I>. 
University  of  Virginia, 


THE  more  perfect  the  conception  of  a  mechanism  which 
inflicts  an  injury,  and  the  more  perfect  the  comprehension  of 
the  physiological  and  pathological  changes  which  ensue  as  the 
result  of  such  an  injury,  the  more  perfectly  will  the  knowing 
Burgeon  hi'  enabled  to  treat  it.  From  my  belief  in  the  above 
statement,  I  have  decided  to  lay  before  a  body  of  surgeons  a 
paper  which  possibly  has  equal  claim  upon  the  attention  of 
naturalists. 

American  snakes  are  divided  by  herpetologists  into  three 
great  families — the  Colubrince,  the  Elajridoe,  and  the  Orotalidce. 
The  Colubrine  snakes  will  not  number,  under  a  strict  classi- 
fication, more  than  some  sixty-five  or  seventy  species,  and  they 
include  about  nine-tenths  of  all  American  snakes.  Moreover, 
this  large  family  is  composed  entirely  of  harmless  snake- — 
that  is,  of  snakes  without  fangs  or  poison  sacs,  and  whose  bite 
is  no  more  injurious  than  the  scratch  of  a  briar.  As  this  class 
includes  some,  however,  which  are  popularly  supposed  to  he 
very  deadly,  I  will  allude  to  them  though  they  fall  without 
the  limits  of  this  paper.  I  do  this  from  the  fact  that  I  have 
recently  Learned  from  reliable  sources  of  a  death  from  an 
overdose  of  whiskey,  administered  for  the  bite  oi'  a  harm- 
less snake.      The  Heterodon  family,  the  80-called  "Spreading 

Adders/5  are,  by  the  great  mas-  of  the  people,  believed  to  be 
next    in    venomous   power   to   the  rattlesnake  Itself.     They 
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arc  perfectly  harmless,  and  their  evil  name  comes  entirely 
from  the  (act  that  in  coloring,  form,  and  even  in  action,  they 
mimic  the  venomous  typ  spotted  spreading    addei 

(If.  platyrkinus),  often  called   the  "  Blow  Snake,"   from  the 

manner  in  which  it  distends  its  body  with  air  and  emits  it 
through  the  throat  with  a  rushing  sound,  is  found  both  North 
and  South  in  the  Eastern  United  States, and  i-  greatly  fe 
though  perfectly  harmless.  The  "Black  A.dderw  (2Z.  niger) 
is  limited  to  the  South,  and  is  the  special  horror  of  the  un- 
informed. The  smaller  form  (27".  simus)  is  killed  as  a  "  young 
rattlesnake." 

The  Trnjji'Jonntus  family  furnishes  two  members  that  are 
popularly  considered  very  deadly.  The  "Water  Snake" 
( T.  sipedon)  furnishes  the  foundation  of  many  blood-curdling 
stories  Xorth,  while  the  reputation  of  his  Southern  brother 
(T.  fa.sciatus)  imparts  a  flavor  to  "snake  medicine"  not 
otherwise  obtained.  These  are  both  confounded  with  the 
true  water  moccasin,  and  suffer  by  the  confusion.  As  it 
becomes  a  matter  of  some  moment  in  the  South,  where  all 
three  are  found,  to  distinguish  them  from  the  truly  venomous 
moccasin,  I  will  give  the  method  further  on.  Though  bold 
and  blustering,  and  striking  viciously  when  approached,  these 
have  no  fangs  or  venom.  I  might  mention  others  which,  in 
certain  localities,  are  feared  without  cause,  but  the  misrepre- 
sentation of  the  above  is  universal. 

Turning  to  the  next  family — the  Elapidoe — we  find  family 
and  genus  represented  by  a  single  species,  of  many  varieties. 
This  snake  iFJ<tj>«  fulvius)  is,  however,  of  especial  interest  to 
us,  as  it  is  a  venomous  serpent,  though  presenting  the  general 
character  of  a  harmless  one.  This  small  and  beautiful  ser- 
pent is  the  sole  American  representative  of  the  dreaded  Cobra 
family  of  India  and  Africa.  First  described  by  Audubon 
(and  drawn  by  him  in  one  of  his  ornithological  plates)  as  the 
Harlequin  snake,  Holbrook,  in  1S42,  pointed  out  the  fact  that 
it  had  venom  fangs.  Under  the  names  of  Harlequin  snake, 
Bead  snake,  and  Coral  snake,  this  beautiful  little  reptile  has 
often  been  described,  but  seldom  in  its  true  light.     Shy  in  its 
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habits,  and  hence  not  often  sim,  it  is  not  considered  common 
anywhere, and  yet  it  extends  from  Virginia  to  Texas.   Gentle 

of  disposition,   and    never  ive,   it   often    will    not   bite 

when    handled,    and    seems    too   small    and    beautiful    to    he 

harmful.      Dr.  S.  Weir   Mitchell,  of  Philadelphia,  in   a    mosl 

interesting  and  complete  article  on  the  "  Poison  of  Serpents," 
in  the  Century  Magazine  of  August,  1889,  says  of  tin-  snake 
that  it  is  "too  small  with  as  to  he  dangerous  to  man."  It  is 
to  prevent  yotl  from  falling  into  a  similar  error  that  \  report 
the  following  ease  ; 

A  workman  was  bitten  on  the  hand  by  a  small  snake  while 
playing  with  it.  He  killed  the  snake,  and  thought  little  of 
it.  For  a  while  no  pain  or  general  effect  followed.  In  less 
than  half  an  hour,  however,  pain  in  the  arm  and  some  evi- 
dence of  loss  of  muscular  power  came  on,  and,  in  spite  of  the 
aid  of  a  physician  called  in,  at  the  end  of  eighteen  hours  he 
died.  An  examination  of  the  snake  showed  it  to  he  ''.-mall, 
and  its  body  was  encircled  by  bright-colored  bands.  An  ex- 
amination of  its  mouth  showed  two  fangs  in  the  upper  jaw." 
Mr.  Charles  E.  Coe  reports  this  in  the  Scientific  Ami  rican  of 
June  27, 1891,  and  refers  to  Dr.  Mitchell's  error.  He  also  refers 
to  other  cases  that  seem  to  have  come  under  his  knowledge 
where  a  fatal  result  followed  the  bite  of  this  snake. 

In  various  parts  of  the  South,  from  Virginia  to  Texas,  you 
will  hear  tales  of  a  beautifully  colored  snake  whose  bite  is 
deadly.  These  tales  are  too  uniform  in  their  coloring  to  be 
ignored.  But  having  no  accurate  description  to  go  upon,  and 
knowing  that  most  of  these  gorgeously  colored  snakes  are  not 
poisonous,  mistakes  are  liable  to  occur.  I  will,  therefore, 
you  a  description  that  will,  I  think,  enable  you  at  all  times  to 
recognize  it.  It  is  small,  from  sixteen  to  twenty  inches  long. 
The  neck  is  full,  making  the1  head  seem  small  and  hardly  sep- 
arated from  the  body.  The  general  body-ground  is  a  blue- 
black,  marked  as  follows:  Behind  the  head,  and  extending 
forward  under  the  throat,  is  a  Yellow  band.  Behind  tb.it 
the  body,  are  a  dozen  or  more  wide  briek-red  bands,  extend- 
i  the  belly,  and  each  red  band  i>  bordered  by  a  narrow 
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band  of  yellow  before  and  behind.  The  tail  La  barred  with 
yellow,  and  tipped  with  the  Bame.     The  ventral  plates  behind 

the  anus  arc  all  divided,  the  <>nly  j>ui-<>n<>n-  snake  in  America 
in  which  this  i-  true.  The  geographical  range  of  tin-  snake 
is  from  Southern  Virginia  around  the  South  Atlantic  States 
to  the  Gulf;  up  the  Mississippi  Valley  to  Missouri,  and  thence 
to  Texas.  Common  nowhere,  it  is  most  abundant  in  Florida, 
and  there  seem-  to  attain  a  greater  si/e  than  elsewhere.  Spe- 
cific names  have  been  given  to  several  of  it<  varieties,  but  it 
is  doubtful  if  they  Avill  hold. 

The  remaining  family — the  Orotalida — includes  all  the 
other  venomous  suakes  in  the  United  States.  Not  only  is 
this  the  larger  number,  but  they  are  snakes  that  are  limited 
to  this  hemisphere.  While  the  Crotaliue  snakes  may  be  classed 
with  the  Vipers  of  the  Old  World,  they  present  some  char- 
acters so  peculiar  and  constant  as  to  entitle  them  to  a  special 
division.  One  of  these  is  a  deep  pit  between  the  eye  and  nos- 
tril, and  below,  a  line  joining  these,  and  hence  they  receive 
the  name  of  "pit  vipers/'  This  family  includes  our  rattle- 
snake tribe,  with  its  various  subdivisions,  and  also  the  cop- 
perheads and  water  moccasin. 

The  rattlesnakes  are  divided  into  two  genera  by  structural 
peculiarities  that  any  observer  would  notice,  and  as  it  is  a 
distinction  of  some  practical  bearing,  I  will  ask  your  atten- 
tion. The  rattlesnakes  that  inhabited  the  open  prairies  of  the 
Northwest,  and  to  which  the  Indians  applied  the  name  "Mas- 
sasauga"  (Si&turus  catenatics),  and  the  "Ground  rattlesnake " 
of  the  South  (Sisturus  miliaris)  have  the  top  of  the  head  as 
far  back  as  the  eyes  covered  with  large  scales.  The  Diamond 
rattlesnake  of  the  South  (Orotalus  adamantevs),  and  his  more 
Northern  brother,  the  Common  rattlesnake  (C.  horridus),  have 
the  head  covered  with  small  scales  almost  up  to  the  nose,  the 
eyes  only  being  covered  each  by  a  large  plate.  For  reasons 
that  are  not  altogether  understood,  the  latter  genus  is  the 
more  to  be  feared  as  a  poisoner.  The  ground  rattlesnakes  of 
the  South  do  not  attain  a  size  sufficient  to  make  them  greatly 
feared,  but  their  Western  relatives  often  reach  five  feet    in 
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Length, and  yet  their  bites  do  noi  produce  90  disastrous  results 
as  the  bite  of  a  common  rattler  or  a  diamond  rattlesnake  of 
iih'  Buse.  In  size  the  < •< >i  1 1 1 1 1< m  rattlesnake  Beldom  exceeds 
tour  feet,  while  the  diamond  rattlesnake  of  Florida  and  of 
Texas  will  sometimes  nearly  double  this.  Without  going 
further  into  the  different  varieties  of  rattlesnaki — some  four- 
teen or  more — we  may  say  that  they  all  have;  rattles,  and,  be- 
yond the  fact  that  the  genus  Sisturua  does  qoI  seem,  weight 
for  weight,  as  poisonous  as  the  genus  Orotalus,  they  are 
poisonous  in  proportion  to  their  size.  The  American  copper- 
head is,  perhaps,  the  most  widespread  of  any  Bingle  - 
American  venomous  Berpent  ;  and  while  the  opinion  is  not 
warranted  by  the  facts,  I  know  of  no  locality  in  which  the 
rattlesnake  and  the  copperhead  are  found  side  by  side,  in 
which  the  inhabitants  do  not  tear  the  latter  the  most.  In 
truth,  the  rattlesnake,  drop  for  drop  of  venom,  is  the  more 
poisonous,  hut  his  life-habits  are  such  as  t<>  make  bites  from 
him  (piite  rare,  while  with  the  copperhead  they  are  common. 
This  arises  from  the  difference  in  temperament,  if  I  may  bo 
speak,  in  the  two  snake-.  Observe  them  in  captivity,  ami 
you  will  at  once  see  this  difference.  The  rattlesnake  i-  slug- 
gish and  slow  in  movement.  It  is  boldly  indifferent  t<>  ap- 
proach, and  half  the  time  will  not  take  the  trouble  to 
when  approached.  At  rest  it  lies  with  the  head  drawn  down 
on  the  coil,  and  will  seldom  attempt  to  strike  except  from  a 
coil.  How  different  with  the  copperhead  !  Ever  on  the  qui 
?''<•<.  he  eoils  when  he  hears  you  coming.  Whether  fin  - 
tired,  he  will  not  put  his  head  down,  but  keeps  it  well  up,  ever 
on  the  alert.  As  his  classical  name  signifies  (Agkistrodon 
contortrLv),  he  i-  a  snake  of  action.  He  can  strike  under 
conditions  where  a  rattlesnake  would  be  help].  --.  8  me  of 
the  feats  that  I  have  Been  this  serpent  perform  in  this  line 
seem  incredible.  I  have  seen  him  strike  the  Bole  of  the 
through  an  opening  in  the  Moor  not  appreciably  larger  than 
tin  snake's  head.  This  summer  I  knew  a  child  bitten  by  a 
horizontal  blow  from  under  a  warped  plank  on  a  barn  floor. 
It  i-  the  vicious  nature  and  extreme  agility  of  this  pest  rather 
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than  it-  real  poisoning  power  thai  makes  it  bo  much  to  be 
feared.     A-  ;*  is  \   ry  widespread.     Under  the 

name-  of  (  fopperhead,  Highland  Moccasin,  ( lotton-mouth  and 
Pilot,  its  different  varieties  are  found  throughout  the  United 
States,  east  of  the  Rocky  Mountains.  In  the  mountain  regions 
of  Southern  Virginia,  North  ( Sarolina,  and  Tennessee  we  have  a 
variety  (t\w  atrofascus  of  Troost)  which  perhaps,  is  a  din 
species,  but  certainly  presents  no  generic  difference.  In  simple 
coloring,  snakes  vary  greatly  with  t\w  locality,  conforming  as 
they  do  to  their  environment.  Leaving  the  copperheads,  we 
come  to  another  branch  of  the  same  genus — the  Water  moc- 
casin (Agkistrodon  piscivorus).  South  of  a  line  drawn  from 
Norfolk  to  about  Cairo,  Illinois,  this  reptile  abounds.  Not 
having  the  predilection  for  barns,  corn-cribs,  and  gardens  that 
its  kinsman,  the  copperhead,  seems  to  possess,  but  seeking  the 
meadows  and  swamps  near  water,  it  is  not  so  much  to  be 
feared,  but  is  of  about  the  same  poisoning  power.  Mitchell 
puts  it  as  slightly  less,  but  from  cases  that  I  have  seen,  I 
think  that  the  average  bite  of  this  reptile  is  about  equal  in 
severity  to  that  of  the  copperhead.  Its  short,  compact  body 
makes  it  seem  much  smaller  than  it  reallv  is  ;  the  average 
specimen  will  be  heavier  than  the  average  copperhead.  It  is 
this  malicious  reptile  that  has  given  the  widespread  fearof  water 
snakes  throughout  the  Union,  but  this  fear  is  without  founda- 
tion at  the  North.  This  rough,  slime-befouled  snake  is,  as  its 
name  implies,  a  fish  eater.  From  sheer  malice  it  will  kill 
fish  too  large  for  it  to  swallow,  and  this  malicious  spirit  is 
shown  toward  other  snakes.  If  a  colubrine  snake  is  placed 
in  a  case  with  a  rattlesnake,  it  will  be  treated  with  contempt ; 
but  if  caged  with  a  water  moccasin  it  will  be  killed. 

This  is  the  complete  list  of  all  the  poisonous  snakes  of  the 
United  States.  While  it  is  not  within  the  province  of  this 
paper  to  give  any  detailed  account  of  the  structural  character- 
by  which  each  may  be  told,  I  will  give  a  key  that  will 
enable  anyone  to  tell  a  poisonous  snake  when  killed.  Leav- 
ing out  of  consideration  the  black,  red,  and  yellow  Elaps 
above  described,  any  American  snake  with  the  pit  between 
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the  eye  and  nostril  is  a  venomous  snake,  and  this  is  abso- 
lutely certain  if.  in  addition  to  this,  you  find  one  OT  more 
ventral  plates  behind  the  anus  undivided.  Of  the  second- 
ary characters  that  distinguish  our  venomous  Bnakes  may  he 
mentioned  the  following:  an  elliptical  pupil  placed  vertically, 
a  triangular  head,  narrow  neck,  and  a  blunt  tail  (rattle  or  no 

rattle).     Living  young  within  the  gullet,  or  coos  in  advanced 
-  of  incubation  in  the  ovisac,  are  likewise  distinguishing 

features,  as  all  of  our  crotaline  snakes  are  oviparous. 

Leaving  the  snakes,  we  come  to  an  American  lizard  that, 
in  spite  of  some  protests  to  the1  contrary,  takes  its  place  among 
the  venomous  reptiles  of  the  United  States.  I  allude  to  the 
Gila  Monster  of  Arizona  and  New  Mexico.  This  hideous 
reptile,  in  its  tough  armor  of  orange  and  black,  has  been  the 
subject  of  no  little  controversy  among  medical  writers.  With 
the  Apaehe  Indians,  Mitchell,  and  Reichert  on  one  side,  and 
Yarrow  and  others  on  the  other,  the  war  still  goes  on.  But 
one  fact  remains,  that  men  have  died  from  the  effects  of  the 
bite  of  this  lacertilian.  I  am  able  to  add  other  cases  to  those 
previously  reported.  Dr.  Charles  C.  Barrows,  of  New  York, 
late  of  the  United  States  Army,  in  reply  to  a  letter  of  inquiry 
on  this  subject,  writes  me  as  follows  ■ 

"  I  have  known  of  two  deaths  from  this  cause  (Gila  mon- 
ster). In  each  case  the  man  bitten  was  drunk,  and  the  cir- 
cumstances surrounding  the  cases  were  almost  identical.  In 
one  case  a  crowd  had  tormented  and  worried  the  monster 
until  he  was  in  a  violent  rage.  A  man  picked  the  animal  up, 
and  was  bitten  deeply  in  the  forearm.  He  had  all  the  symp- 
toms of  cardiac  depression,  and  although  he  was  freely  plied 
with  stimulants,  within  a  few  hours  he  was  dead. 

"The  other  case  occurred  near  Tombstone,  and  except  that 
the  man  was  bitten  on  the  thumb,  was  similar  in  detail  and 
ending." 

Similar  deaths  have  been  ascribed  by  the  non-venomous 
side  of  the  controversy  to  "a  mixture  of  disease,  Gila  mon- 
ster, and  bad  whiskey,"  but  the  fact-  of  ease  remain. 

Let  us  now  turn  from  the  reptiles  themselves,  and  take  up 

-  EfrUf  19 
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the  Mechanism  by  which  they  administer  the  venom  to  the 

Mil)). vt  of  their  wrath. 

The  little  Elaps,  the  first  considered,  has  in  common  with 
all  the  Cobra  family,  to  which  ii  belongs,  on  either  side  of  the 
upper  jaw  a  single  permanently  erect  and  immovable  fang. 

This  is  pierced  by  a  venom-duet,  opening  near  the  point,  and 
communicating  with  a  comparatively  large  venom-gland  be- 
hind the  eye,  and  running  down  into  the  neck.  The  set  of 
the  teeth  is  such  that  if  they  catch,  they  will  hang — i.e.,  they 
will  pull  upon  the  tissues,  and  drag  in  more  deeply.  A-  m 
other  snakes,  the  forcible  closing  of  the  mouth  upon  the  part 
bitten  compresses  the  so-called  venom-sac,  and  forces  out  the 
fluid. 

In  the  Crotalidce,  by  far  the  greater  number  of  our  venom- 
ous snakes,  we  have  au  entirely  different  and  more  complicated 
mechanism.  In  these,  as  in  all  the  Vipers,  with  one  excep- 
tion, we  have  the  fangs  large  and  movable,  lying  folded  back 
when  at  rest,  and  capable  of  being  erected  and  brought  for- 
ward when  striking.  This  act  is  performed  by  the  rotation 
of  the  superior  maxillary  bone,  in  which  they  are  firmly  fixed, 
on  a  process  of  the  lachrymal.  This  is  partly  a  muscular 
and  partly  a  bony  lever  movement.  The  fangs  are  relatively 
large,  and  not  regularly  curved,  but  consist  of  two  segments 
of  an  arc  of  given  radius,  joined  at  an  obtuse  angle.  For  this 
reason,  the  tooth  is  seldom  or  never  sent  to  the  hilt,  so  to 
speak,  but  seems  best  suited  for  tearing  or  ploughing  the 
tissues.  The  tooth  of  a  serpent  is  formed  of  a  flattened  plate, 
folded  to  form  a  tube,  and  the  opening  at  its  end,  where  not 
joined,  is  the  exit  of  the  venom-duct.  In  the  snakes  under 
consideration,  the  opening,  contrary  to  the  general  belief,  is  in 
the  convex  side  of  the  tooth.  If  we  accept  the  fact  that  it  is 
a  cutting  hook,  and  not  a  stabbing  tool,  the  opening  is  placed 
just  right.  The  tissues  are  uninjured  on  the  concave  side 
where  the  tooth  hangs,  but  are  more  or  less  torn  on  the  con- 
vex side.  About  the  same  mechanism  is  used  to  propel  the 
venom  from  the  sac  as  in  the  preceding.  One  of  the  tem- 
porals,   and   the    spheno-pterygoid    muscle,    so-called,    make 
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preesure  upon  the  sac,  and  squeeze  oul  its  contents  the  In- 
stanl  the  fang  is  engaged.     In  some  snakes,  the  copperhead 

especially,  even  if  the  fang  fails  to  engage,  the  venom  is 
squeezed  oul  and  thrown  quite  a  distance.  The  venom-gland 
in  the  OrotaMdoe  is  placed  below  and  behind  the  eye  It  is  of 
the  compound  sacculated  type,  and  from  each  of  its  many 
lobules  the  ducts  run  downward  and  forward  to  join  a  large 
duct  somewhat  expanded — the  so-called  venom-sac  Where 
this  duct  or  sac  joins  the  tooth  at  its  ampulladike  base,  the 
duet  is  very  small,  and  it  is  claimed  by  some  to  have  a  sphinc- 
ter, which  I  have  never  been  able  to  distinguish.  The  true 
method  of  closure  here  lies  in  the  tact  that  while  the  tooth  is 
folded  back,  this  constricted  portion  is  drawn  tight  over  the 
base  of  the  tooth,  and  when  the  fang  is  erected,  it  is  relaxed. 
The  mechanism  is  the  same  in  all  the  rattlesnakes,  copper- 
heads, and  moccasins. 

Turning  to  the  venom  apparatus  of  the  Gila  Monster,  we 
find  a  mechanism  differing  greatly  from  either  of  the  above. 
The  venom  fangs,  if  the  lizard's  twelve  or  more  lower  teeth 
may  be  so  called,  are  sharp  and  nearly  straight.  A  recent 
writer  on  this  subject  describes  the  venom-sacs  as  located  at 
the  base  of  each  tooth,  and  intimates  that  the  grooves  found 
in  the  teeth  carry  their  venom  into  the  depths  of  the  wound. 
This  does  not  agree  with  my  own  dissections  in  the  least.  In 
all  animals  (five)  dissected  by  me,  I  find  the  following  : 

There  are  eight,  or,  at  most,  nine  curved  teeth  in  each  side 
of  the  lower  jaw,  ossified  to  its  upper  surface,  lacertilian-fash- 
ion,  and  not  implanted  in  its  substance.  These  teeth  present 
a  groove  from  base  to  apex  as  the  result  simply  of  their  being 
made  of  a  flat  plate  folded  on  itself,  shell-fashion.  The  only 
"  venom-gland w  that  I  could  ever  find  is  an  enormously  de- 
veloped salivary  gland  of  the  serous  type,  lying  external  to  the 
body  of  the  inferior  maxilla,  and  extending  from  the  sym- 
physis backward  and  downward.  I  should  call  this  gland  a 
sub-mental  gland.  Just  external  to  the  line  of  i\\o  inferior 
teeth  is  a  very  marked  and  deep  fold  of  muCOUS  membrane, 
B    p  culiar  and   pronounced   trough-like  cavity,  and    into   the 
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bottom  of  this,  between  each  of  the  teeth,  the  ducts  from  the 
gland  before  mentioned  open  by  large  distinct  openings.  While 
the  teeth  are  much  similar,  this  condition  does  not  obtain  in 
tin-  upper  jaw.     This  animal  cannot  bite,  therefore,  unless 

the  object  seized  can  be  gotten  within  the  mouth.  When  it 
seize,  it  holds  on,  Bhaking  the  object  held  as  it'  to  -ink- 
its  fangs  deeper  and  work  the  saliva-like  fluid  into  the  wound. 
You  can  readily  see  how  this  trough-like  cavity,  as  it  is  pi 
upon  by  the  mucous  membrane  of  the  gum  being  pressed  down, 
will  readily  discharge  its  contents  into  the  openings  made  by 
the  teeth.  The  owner  of  this  queer  device  is  sluggish  and 
peaceful,  and  only  when  he  is  tormented  and  worried  can  he 
be  made  to  bite. 

Let  us  now  consider  the  Venom  of  these  pests.  While  to 
L.  Bonaparte  and  others  great  credit  is  due  for  pioneer  work 
in  this  field,  it  is  to  Drs.  Weir  Mitchell  and  his  colleague  in 
labor,  Dr.  Reichert,  that  we  owe  a  debt  of  gratitude  for  what 
is  really  known  on  this  subject.  Through  them  we  learn 
concerning  serpent  venom  that  it  is  a  complex  proteid  com- 
pound, having  two  distinct  factors,  wdiich  differ  one  from  the 
other  markedly. 

The  first  of  these  is  venom  peptone.  It  is,  as  its  name  im- 
plies, a  highly  diffusible,  modified  albumin  that  is  very  rapid 
in  its  peuetration  of  the  tissues  when  injected  subcutaneously, 
or  even  when  swallowed.  Its  physiological  action  is  as  fol- 
lows :  Injected  into  the  tissues,  as  a  crystalloidal  body,  it 
passes  with  ease  into  the  blood  and  lymph  currents.  Its  first 
effect  is  to  depress  the  heart's  action,  and  in  large  enough 
dose  will  stop  it  at  once  in  diastole.  This  effect  is  usually 
slight  however,  from  American  serpents,  but  not  invariably. 
It  produces  but  little  of  the  marked  local  effect  seen  when  the 
other  type  of  venom  proteid  is  injected.  After  quite  a  period 
some  swelling  is  seen,  but  at  no  time  is  it  marked.  In  the 
meantime  it  is  beginning  to  show  its  selective  properties  upon 
the  nervous  system,  and  an  acute  ascending  paralysis  of  the 
cord  results.1     Death  by  asphyxia  ensues  when  the  respiratory 

'  Marine-Hospital  Reports,  1890. 
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centre  is  reached  Foektistow  show.-  that  the  cardiac  depres- 
sion 18  <  1  tu>,  not  to  the  influence  on  the  heart  muscle,  but  to 
disturbance  of  function  in  the  ganglia  of  cardiac  control,  both 
extrinsic  and  Intrinsic.     The  same  writer  shows  thai  strychnia 

convulsions  are  checked  at  once  by  snake  venom,  hut  I  regret 
to  Bay  that  this  was  not  demonstrated  of  venom  peptone  alone, 
though  it  was,  from  what  we  know  of  the  other  constituent, 
doubtlessly  the  agent.  As  regards  its  influence  on  the  blood, 
Kinyonn  shows  that  Cobra  venom,  which  is  nearly  all  venom 
peptone,  has  no  decided  influence  in  modifying  the  coagula- 
bility of  the  blood. 

The  other  potent  factor  of  serpent  venom  is  venom 
globulin.  This  class  of  proteids — the  globulins — as  yon 
know,  are  all  soluble  in  dilute  saline  solutions  while  pre- 
cipitated by  saturated  saline1  solutions.  In  accordance  with 
the  theory  of  Schmidt,  this  globulin  class  includes  two  out 
of  the  three  (fibrin)  factors  concerned  in  the  coagulation  of 
blood.  Looking,  then,  at  the  ease  with  which  the-'  Lr!<»bulins 
take  upon  themselves  a  change  of  form,  and  tli"  close  rela- 
tionship that  veuom  globulin  bears  chemically  to  the  usual 
clot  constituents  of  blood,  we  eannot  be  surprised  if  we  learn 
that  the  first  marked  action  of  venom  globulin  is  the  pro- 
duction of  a  change  in  the  coagulating  power  of  the  blood. 
While  it  has  not  the  power  of  passing  through  animal 
membranes  that  venom  peptone  has,  and  hence  may  be 
swallowed  with  impunity,  it  seems  to  have  the  power 
of  dissolving  animal  membranes,  so  quickly  does  the  blood 
rush  out  of  its  vessels.  This  causes  a  swelling  of  the  soft 
parts  so  quickly  that  I  have  known  a  boy's  foot  to  be  mark- 
edly swollen  by  the  time  he  ran  two  hundred  yards.  A\  nile 
this  pronounced  Local  effect  is  taking  place,  the  sam< 
changes  are  taking  place  throughout  the  body,  and  if  the 
quantity  of  venom  injected  be  great  enough  and  life  be  pro- 
Longed,  we  have  bloody  extravasations  on  every  mucous  and 
scroll-  surface  in  the  body.  But  venom  globulin  is  a  nerve 
poison  a-  well  as  a  local  one.  Pari  passu  with  the  eh 
aforesaid,  we   have  a  gradual  but  not  SO  pronounced  paralysis 
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of  the  nerve  centres  of  the  cord  from  below  upward,  and  if 
the  amount  be  great  enough,  ultimately  death  from  asphyxia. 
The  temporary  heart  disturbance  found  in  poisoning  from 
venom  peptone  is  found  here  also,  and  about  in  the  same  de- 
gree. But  the  most  pronounced  change  in  the  circulation  is 
noted  in  the  immense  and  rapid  fall  in  blood-pressure.  Fo  k- 
tistow  found  this  to  be  due,  not  so  much  to  the  extravasations 
before  mentioned,  as  to  a  vasomotor  paralysis  of  the  splanch- 
nic area,  and  a  resulting  drainage  of  the  general  Mood  of  the 
body  into  this  area.  Injections  of  defibrinated  blood  into 
the  bitten  animal  raises  the  pressure  only  while  it  lasts,  even 
when  injected  in  great  amount. 

Applying  this  knowledge  to  our  Ameriean  snakes,  we  find 
the  following  : 

The  venom  of  the  Harlequin  snake  (Elaps  fulviux)  has 
never  been  subjected  to  examination,  as  far  as  I  can  learn, 
and  we  must  therefore  judge  by  analogy.  As  the  Elan-  be- 
longs to  the  Cobra  family,  Cobra  venom  may  safely  be  taken 
to  represent  it.  This  venom,  nearly  all  peptone,  and  only 
1.75  per  cent,  globulin,  would  give  us  little  local  action  and 
pronounced  paralytic  result.  I  have  looked  up  the  careful 
estimates  of  amounts  likely  to  prove  fatal,  and  find  that  for 
fresh  Cobra  venom,  0.00008  of  a  gramme  per  kilo  is  a  fatal 
dose  (Vincent  Richards),  while  of  dried  Cobra  venom  about 
0.002  of  gramme  per  kilo  was  necessary  (Kinyoun).  For 
fresh  venom  this  is  about  T-510-Ir  of  a  grain  per  pound  of 
weight.  With  these  figures,  the  Elaps  seems  quite  a  large 
snake. 

Turning*  next  to  our  Rattlesnakes,  we  find  a  very  different 
story.  The  venom  of  the  Diamond  rattlesnake,  probably  our 
worst,  contains  24.6  per  cent,  venom-globulin  (Mitchell),  and 
but  little  venom  peptonic  Hence,  we  would  have  pronounced 
local  effect  and  a  much  more  uncertain  and  slow  paralytic  re- 
sult. As  to  the  amount  of  venom  that  a  rattlesnake  contains 
for  a  given  size,  so  much  depends  upon  the  time  which  has 
elapsed  since  he  last  struck  that  any  series  of  observations, 
to  be  of  any  value,  must  extend  over  quite  a  time,  and   be 
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made  upon  a  large  number  of  animals.  I  am  at  work  upon 
such  a  table  now,  !>ut  for  so  Bhorl  a  time,  thai  any  result  given 
would  be  little  Bhorl  of  guesswork.  I  do  ool  think,  how- 
ever, that  it  will  be  found  ultimately  to  be  Car  from  one 
gramme  of  venom  per  kilo  of  snake.  From  a  number  of 
measurements,  I  find  that  a  snake  will  have  to  be  nearly  four 
fret  longto  weigh  a  kilo.  Such  a  snake  would,  therefore,  give 
about  15  minims  of  venom  as  his  average.  Taking  Fon- 
tana's  estimate  of  -^  of  a  grain  per  pound  of  weight  as  the 
fatal  dose,  we  find  that  3  minims  absorbed  would  produce 
death  in  a  one-hundred-and-eipjitv-pound  man.  It  should  be 
stated,  however,  that  in  estimating  this  amount  per  snake  we 
took  in  every  case  all  that  could  be  obtained,  urging  the  most 
persistent  biting  on  his  part,  at  the  cup.  No  snake  of  four 
feet  in  length  can  deliver  anything  like  15  minims  in  a  wound 
at  one  blow. 

Turning  from  the  rattlesnakes  to  the  other  Crotalines,  we 
find  that  the  copperhead  gives  of  venom  globulin  about  8  per 
cent,  and  the  water  moccasin  a  little  less,  while  their  venom 
peptone  is  little. 

In  their  Smithsonian  Report  of  serpent  venom,  Drs.  Mitchell 
and  Eteichert  state  that  they  found  bacteria  of  various  kinds 
in  venom,  and  that  they  were  harmless.  I  can  readily  con- 
ceive that  a  diseased  snake  might  have  bacteria  in  its  venom- 
sac,  but  that  they  exist  in  the  venom  of  the  average  snake  I 
am  convinced  is  an  error.  In  conjunction  with  my  colleague, 
Prof.  Tuttle,  of  the  University  of  Virginia,  I  tested  the  venom 
of  various  snakes,  and  in  no  instance  did  I  find  bacteria  if 
taken  from  a  sterilized  fang.  The  procedure  was  as  follows  : 
The  Bnake  was  caught  with  the  staff,  the  mouth  drawn  open,  and 
the  upper  jaw  held  up  bya  piece  of  cloth  in  the  mouth  through 
which  the  fangs  projected.  Over  the  fangs  were  slipped  layer 
after  layer  of  antiseptic  filter-paper  until  only  the  tip  was  ex- 
posed. By  pressing  the  Bide  of  the  head  a  fewdrops  of  venom 
were  expressed,  and  this  was  allowed  to  run,  to  clean  the  duct. 
A  fter  this,  no  venom  removed  through  the  fang  (from  a  healthy 
snake)  ever  gave  a   single  colony,  though  tested    in    media  of 
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various  kinds.     While  on  the  Bubject  of  healthy  soak 
may  mention  a  find  thai  we  did  make  daring  these  examina- 
tions.    In  expressing  the  venom  of  a  big  M  four-foot  "  rattle- 
snake (C  horrtdus),  we    noticed   B  white,  flaky  material 

ing  onl  from  one  of  the  fangs,  and  upon  microscopical  exam- 
ination  found   in   the  venom  a   Living  colony  of  nematode 

worms.  These  worms  lived  in  a  small  vial  of  mixed  venom 
from  various  snakes  until  it  decomposed — about  two  weeks.1 

I  must,  therefore,  conclude  that  the  bacteria  at  various  times 
reported  in  venom  came  from  the  serpent's  mouth,  and  that 
these  mouth-bacteria  are  harmless  is  more  than  doubtful. 
It'  any  one  will  examine  any  series  of  reports  on  bites  of 
American  snakes,  he  cannot  fail  to  be  struck  with  the  fact 
that  about  one  case  in  every  five  is  complicated  with  symp- 
toms of  septicaemia.  This  is  especially  true  of  Yarrow's 
series  of  cases  in  the  American  Journal  of  the  Medical  Sciences, 
April,  1884.  That  the  bacteria  of  infection  do  not  reside  in 
the  venom  I  feel  assured.  That  they  come  from  the  snake's 
mouth,  and  that  they  are  often  pyogenetic,  I  am  absolutely 
certain  from  repeated  experiments  in  which  the  bite  of  a  non- 
venomous  snake  (Heterodon)  was  followed  by  pus  formation 
too  frequently  to  be  merely  accidental.  This  should  cause  us  to 
modify  our  treatment  of  snake-bites — at  least,  enough  to  bring 
them  within  the  pale  of  modern  surgery.  The  results  of  Kin- 
younV  experiments  with  Cobra  venom  as  a  germicide  are 
Jy  corroborative  of  the  views  here  put  forth.  Not  only 
are  pyogenetic  bacteria  not  found  in  venom,  but  a  1  per  cent. 
solution  of  Cobra  venom  produces  a  decided  inhibition  to  the 
growth  of  many  bacteria,  including  streptococcus  pyogenes 
and  staphylococcus  pyogenes  aureus.2 

Leaving  the  snakes'  venom,  and  turning  to  the  Gila  Mon- 
ster, we  rind  that  we  know  far  less  about  it.  That  it  is  a 
modified  saliva  is  certain,  and  that  it  comes  from  their  sub- 

1  The  species  to  which  this  worm  belongs  was  not  determined,  and  probably 
has  Dever  been  described.     It  is  possibly  B  member  of  the  Strongylus  family. 
'-'  American  Marine-Hospital  Reports,  1890. 
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mental  gland  I  also  feel  assured.  It  would  seem  from  the 
divergence  in  the  results  obtained  by  Yarrow  and  Mitchell, 
both  careful  observers,  that  it  diners  in  toxic  power  under 
different  conditions  of  body.  To  those  familiar  with  the  im- 
mense variation  in  the  saliva  of  other  animals  when  produced 
under  varying  stimulation  of*  the  secretory  n-i-ves,  it  would 
not  seem  too  much  to  look  for  some  such  change  here.  rI  ne 
peculiar  odor  of  the  saliva  found  in  these  animals  is  mosi 
marked  when  the  animal  is  enraged.  Moreover,  I  have  known 
of  no  case  in  which  a  serious  result  followed  it-  bite,  in  which 
the  animal  was  not  in  a  fury  of  rage. 

The  diagnosis  of  a  snake-bite  is  usually  easy  with  American 
snakes,  as  all  except  the  Elaps  produce  marked  local  swelling 
and  extravasations.  But  if  it  were  an  Elaps,  the  absence  of 
local  lesion,  the  decided  mental  hebetude,  almost  coma,  dilated 
pupil,  and  general  paralytic  condition  might,  especially  if  the 
smell  of  whiskey  be  upon  the  breath,  mislead  with  serious 
results. 

The  wound  made  by  a  non-venomous  snake  is  usually  dif- 
ferent from  that  made  by  a  poisonous  one.  In  the  former,  a 
series  of  small  punctures  in  a  double  line  shows  the  point 
struck,  while  in  the  latter,  if  there  be  more  than  two.  the 
others  are  comparatively  insignificant. 

While  in  certain  countries,  as  in  India,  death  from  snake- 
bite runs  up  into  the  thousands  per  annum,  the  returns  of 
death  from  this  cause  in  the  United  States  amount  to  almost 
nothing.  And  yet  every  practitioner  in  the  country  districts 
meets  cases  almost  yearly.  These  two  facts  together  give  us 
as  favorable  the  general  prognosis  in  the  wounds  inflicted  by 
our  reptiles.  Taking  them  in  detail,  I  can  give  no  statistics 
for  the  Elaps,  but  as  it  is  not  a  common  snake,  and  of  gentle 
disposition,  it-  bites  must  be  comparatively  few.  From  a 
series  of  thirty-eight  rattlesnake  bites  that  I  have  gotten,  I 
think  that  taking  man,  woman,  and  child,  the  mortality  will 
not  run  over  10  per  cent.      This  is  meant  to  ever  the   region 

inhabited  by  the  huge  Diamond  rattlesnakes,  as  well  as  the 
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less  dangerous  Qigtu/nu.  Ajb  regards  th<  copperhead's  bite,  I 
have  (including  Yarrow's  nine  cases)  sixty-Dine  cases,  with  one 

death.  This  was  a  boy  six  years  of  age,  and  it  took  place 
after  a  vera!  days.  All  in  all,  I  do  not  believe  the  mortality 
from  the  copperhead's  bite  will  run  over  1  per  oapt.,  taking 
man,  woman,  and  child  bitten.  The  water  moccasin  being, 
from  its  peculiar  habitat,  Less  apt  to  bite  children,  will  fall 
below  this.  In  fact,  I  have  never  been  able  to  learn  <>f  an 
authentic  case  of  death  from  the  moccasin's  bite. 

Treatment  of  Reptile  Bites. — In  the  first  place,  the 

Qtive  treatment  lies  in  keeping  out  of  the  region  inhab- 
ited by  these  pests,  or,  if  yon  must  expose  yourself,  wearing 
Lrood  protective  leggings,  etc.  The  hog  is,  of  all  creatures 
known,  the  greatest  practical  enemy  of  the  snake.  In  some 
swamj)  and  mountain  districts  of  the  country,  the  abundance 
of  the  bears  prevents  the  raising  of  hogs,  and  here  the  snakes 
abound,  the  bear  being  the  unintentional  protector  of  the 
snake. 

-  Leaving  preventive  treatment  out  of  consideration,  we  may 
divide  the  immediate  into  two  heads  : 

First,  the  local  treatment.  Every  individual  whose  occu- 
pation exposes  him  to  the  danger  of  such  wounds,  should 
know  that  immediate  attention  to  such  wounds  will  save  his 
life  in  almost  any  contingency.  With  a  knife,  or  even  with 
a  thorn,  cut  or  tear  open  the  wound  until  it  bleeds  freely. 
As  almost  all  bites  are  on  the  extremities,  the  patient  may  be 
able  to  suck  the  w7ound.  If  so,  do  it  at  once — a  sore  mouth 
or  decayed  tooth  makes  no  difference  ;  the  very  act  of  suction 
will  prevent  the  entrance  of  the  poison  into  a  mouth  lesion. 
If  the  surgeon  is  at  hand,  which  seldom  happens  when  the 
bite  first  occurs,  he  should  open  each  of  the  punctures  trans- 
versely to  the  line  of  lymph  and  blood  flow,  and  apply  a 
cupping-glass.  If  at  hand,  a  solution  of  permanganate  of 
potash  (1<>  per  cent.)  or  a  strong  solution  of  liquor  potassse, 
injected  into  the  wound,  will  destroy  the  physiological  activity 
of  the  venom  entirely.     If  he  can  do  two  things  at  the  same 
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time,  let  liim  likewise  tie  an  extemporized  tourniquet  around 
the  limb  at  once.  The  above  treatment  is  entirely  independ- 
ent of  the  kind  of  snake,  provided  only  it  he  poisonous.  Now- 
let  me  say  one  more  word  in  regard  to  the  local  treatment.  In 
5  per  eent.  of  all  hites  that  are  recovered  from,  a  chronic  sep- 
ticsemia  results.  This  is  due  to  the  (act  that  almost  all  snake- 
wounds  are  more  or  less  infected  with  pyogenetic  bacteria  from 
the  saliva  of  the  snake.  The  viscid  mucus  always  in  a  ser- 
pent's mouth  to  enable  it  to  swallow  its  prey,  is  a  perfect 
nidus  for  the  propagation  of  these  germs.  The  abundance  of 
this  mucus  gives  to  our  copperhead  in  many  localities  the  term 
cotton-mouth,  and  it  is  from  them  especially  that  we  receive 
these  septic  bites.  In  viewing  the  local  effects  of  venom 
globulin,  in  which  our  snakes  abound,  we  saw  a  condition 
produced  most  favorable  to  the  spread  of  pyogenic  and  sapro- 
phytic bacteria,  and  they  very  readily  take  hold  here.  There- 
fore, all  snake-WOUnds  should  have  applied  to  them  the  Bame 
surgical  care  applied  in  these  days  to  other  wounds.  This 
chronic  septicaemia  seems  to  produce  a  recurrent  neuritis  in 
the  nerves  distributed  to  the  part  bitten,  and  often  when 
similar  telluric  conditions  again  obtain,  we  are  apt  to  have 
herpetic  eruptions  break  out  at  the  seat  of  the  wound. 

Turning  to  the  constitutional  treatment,  we  find  that  alco- 
hol in  moderate  quantities  (not  over  a  half  pint  all  told)  is  an 
agent  usually  sufficient  to  maintain  the  heart's  action  and 
blood-pressure  at  a  safe  point.  But  as  the  poison  begins  to 
make  itself  more  distinctly  felt  on  the  centres,  we  find  that 
alcohol,  especially  if  the  amount  of  venom  be  great,  is  unable 
to  prevent  a  dangerous  fall  in  the  force  of  nerve  impulses 
sent  out,  and  Ave  must  assist  it  by  strychnia.  One-thirtieth 
to  one-twentieth  of  a  grain  hypodermatically  administered, 
will  increase  the  nerve-centre  tone,  and  restore  the  waning 
powers.  To  avoid  gangrene  of  the  limb,  as  the  result  of  our 
tourniquet,  it  will  be  necessary  at  interval-  to  remove  it,  and 
at  these  times  more  or  Less  venom  will  enter  the  sy-tem.      By 

repeating  the  alcohol,  strychnia,  and,  in  case  of  a  Gila  Mon- 
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star  bite,  digitalis,  we  may  tide  over  these  periods,  and  Bave  i 

patient  under  conditions  most  adverse.    The  above  include  all 

dies  of  demonstrated  power.     Bibron's  antidote,  the  Tan- 

jore  pill,  viola  sagittata,  Bquirrel's  ear,  sweet  oil,  and   many 

other  rem  h  have  their  advocates,  hut  I  know  nothing 

of  them.      The    means   that   I    have   suggested    have    in  very 
many  saved    human    lite,    but   they   should    be    in  the 

hand  of  i  man  who  will  not  lose  his  head  from  excitement. 


IMPERFORATION   OF   THE    RECTUM 
With  Report  of  Two  Cask-. 


By  Georok  Ben.  Johnson,  M.D., 
Richmond,  Va. 


Autiiors  differ  as  to  the  frequency  of  imperforation  of  the 
rectum.  Its  occurrence  is  variously  estimated  at  one  in  from 
five  to  fifteen  thousand  births.  That  it  is  likely  to  be  met 
with  in  any  confinement,  and  upon  its  prompt  recognition  and 
intelligent  treatment  depends  a  life,  is  sufficient  warrant  to 
invite  your  attention  to  its  varieties  and  their  treatment. 

The  manner  of  development  of  the  recto-anal  canal  answers 
for  the  diverse  forms  in  which  malformation  occurs.  The  mes- 
enteron  is  developed  from  the  hypoblast,  while  the  mesoblast 
furnishes  the  outer  coats.  From  the  epiblast  spring  the  anus 
and  sphincter  portions  of  the  rectum. 

The  proctodeum  ascending  unites  with  the  descending  mes- 
enteron,  and  thus  a  continuous  tube — the  rectum — is  formed. 
When  from  any  cause  these  approaching  tubes  fail  to  properly 
osculate,  a  malformation  results.  This  imperfection  may  ap- 
pear in  one  or  four  ways,  to-wit  (Badenhamer's  classifica- 
tion) : 

1.  Complete  occlusion  of  the  anus  by  a  membranous  dia- 
phragm, or  by  well-formed  skin. 

2.  The  anus  is  absent  and  the  rectum  ends  in  a  blind  pouch 
at  a  point  more  or  less  distant  from  the  perineum. 

3.  The  anus  is  normal  in  appearance,  but  ends  in  a  cul-de- 
sac,  and  the  rectum  ends  in  a  blind  pouch  at  a  variable  dis- 
tance above  this  point. 

4.  The  rectum  is  totally  absent. 
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It  is  by  do  means  uncommon  to  find  associated  with  this 
deformity  other  evidences  of  hick  of  development;  notably, 

spina  bifida,  a  contracted  pelvis,  and  extroversion  of  the 
bladder. 

In  the  first  class  of  cases  the  anus  is  simply  closed  by  skin 
or  mucous  membrane  of  variable  density.  The  rectal  pouch 
is  not  far  removed  from  the  perineum,  and  is  commonly  well 
formed.  The  sphincter  is  ordinarily  present,  and  the  anal  site 
is  marked  by  a  dimple  or  irregularity  in  the  skin. 

In  the  second  variety  the  depth  to  which  the  rectal  pouch 
descends  into  the  pelvis  is  an  unknown  quantity.  It  may  ter- 
minate near  the  skin,  or  it  may  end  higher  up,  and  the  inter- 
vening space  be  filled  with  cellular  tissue  or  an  impervious  cord. 

In  the  third  form  the  rectum  and  anus  may  be  kept  apart 
by  a  bulkhead  or  partition,  more  or  less  thick,  or  one  or  the 
other  of  these  blind  tubes  may  be  diverted  to  a  neighboring 
organ,  as  the  vagina  or  bladder. 

The  fourth  and  last  variety  is  only  an  exaggerated  example 
of  that  form  in  which  the  rectum  terminates  before  reaching 
the  ascending  anal  portion  of  the  gut,  and  leaves  a  complete 
gap  between  the  sigmoid  flexure  and  the  perineum. 

Diagnosis  is  usually  not  difficult.  Many  symptoms  are 
common  to  all  the  forms  described.  The  most  pronounced  or 
noticeable  symptom,  and  the  one  to  which  the  attendant's 
attention  will  first  be  drawn,  is  that  of  obstruction.  The  child 
passes  no  meconium  or  gases.  Pain,  restlessness,  refusal  of 
the  breast,  wakefulness,  crying,  and  violent  straining,  disten- 
tion of  the  abdomen,  and,  later,  stercoraceous  vomiting,  point 
to  obstruction.  When  such  a  state  of  affairs  appears,  a  closer 
investigation  must  be  made. 

If  the  malformation  is  of  the  first  or  second  variety,  a 
simple  inspection  will  disclose  the  barrier.  On  the  other  hand, 
if  the  third  class  exists,  a  thorough  exploration  should  be  pros- 
ecuted ;  for  here,  to  all  outward  appearances,  there  is  no  defi- 
ciency, and  not  until  the  well-oiled  little  finger  or  a  female 
catheter  is  introduced  through  the  anus  will  the  occlusion  be 
discovered. 
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We  may,  with  some  degree  of  certainty,  rely  on  physical 
signs  to  enable  us  to  form  an  idea  as  to  the  extent  of  a  given 
malformation.     Thus,  if  in  the  first  variety  the  anal   Bite  is 

Been  to  bulge,  and  if  it  impart  to  the  finger  a  distinct  impulse 
when  the  child  coughs  or  when  it  fluctuates,  we  may  reasonably 

assume  that  the  membrane  shutting  the  rectum  is  thin,  and 
that  the  rectum  itself  is  perfectly  formed.  The  same  state  of 
affairs  existing  in  the  third  form  leads  to  a  like  conclusion. 
When,  however,  there  is  no  anus,  no  bulging  of  the  perineum, 
nothing  but  the  scalpel  will  reveal  the  extent  of  the  deficiency. 

It  is  of  the  highest  importance  that  an  early  diagnosis  should 
be  made,  for  changes  inimical  to  the  infant's  life  soon  super- 
vene ;  peritonitis,  septicemia,  or  rupture  of  the  colon — one  or 
the  other  of  them — will  soon  inevitably  appear  to  end  the  suf- 
ferings of  the  little  unfortunates  unless  surgical  relief  is 
afforded.  Nature,  it  must  be  remembered,  does  nothing  for 
these  cases. 

The  treatment  of  these  deformities  is  always  surgical,  and 
its  success  or  failure  depends  upon  the  extent  and  variety  of 
the  malformation  and  the  promptness  and  skill  with  which  the 
remedy  is  applied.  In  a  simple  case  of  skinning  over  of  the 
anus  nothing  is  required  beyond  a  crucial  incision  through  the 
membranous  obstruction.  A  free  escape  of  meconium  follows. 
The  opening  should  be  kept  dilated  by  the  occasional  intro- 
duction of  the  tip  of  the  little  finger.  The  "tabs"  of  skin 
left  by  this  procedure  may  be  trimmed  off,  or  left  to  be 
absorbed. 

Where  an  anus  exists  and  a  diaphragm  keeps  the  descend- 
ing and  ascending  portions  of  the  gut  apart,  this  is  divided 
and  dilated,  and  the  continuity  of  the  tube  thus  established 
and  preserved. 

When  no  anus  is  present,  or  where  the  rectal  end  of  the  gut 
does  not  readily  reveal  itself  through  a  well-formed  anus,  a 
more  careful  search  is  to  be  instituted.  An  incision  is  made 
in  the  raphe,  extending  from  the  root  of  the  scrotum  to  the 
tip  of  the  coccyx.  This  is  to  be  carefully  and  slowly  carried 
deeper   into  the  pelvis,    trending    toward    the    hollow    of   the 
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sacrum,  until  the  hidden  pouch  is  reached,  or  until  it  is  do 
longer  Bafe  to  cut  further.  This  procedure  Bhonld  be  prose- 
cuted with  tilt-  utmost  caution,  fur  the  meagre  dimensi 
the  infantile  pelvis  will  n<»t  afford  much  Bpace  to  work  in,  and, 
moreover,  reckleeeneefi  might  lead  to  disaster  to  some  impor- 
tant organ.  If  nerd  be,  removal  of  the  coccyx  may  be  resorted 
to,  in  order  that  the  field  of  operation  may  be  enlarged,  and 
the  chance  for  ultimate  success  may  be  enhanced.  It  is  never 
safe  to  carry  this  incision  of  search  beyond  an  inch  and  a  half 
in  depth.  Should  the  rectum  not  be  reached  within  this  limit, 
it  is  wiser  to  abandon  this  undertaking  and  seek  another  field 
wherein  an  artificial  anus  may  be  established. 

Should  we  be  so  fortunate,  however,  as  to  encounter  the 
undescended  bowel,  its  extremity  must  be  well  freed  by  dissec- 
tion from  its  moorings  and  drawn  down  and  strongly  stitched 
to  the  skin.  This  is  absolutely  required,  for  to  simply  open 
the  gut  and  depend  on  a  canal  made  by  the  scalpel  is  but 
to  court  failure.  To  prevent  cicatricial  contraction,  it  is 
positively  necessary  that  the  tract  throughout  should  be  lined 
by  mucous  membrane.  When,  after  a  painstaking  search  with 
the  scalpel  the  gut  has  not  been  discovered,  abandon  the  search 
without  inflicting  further  mutilation  on  the  pelvic  space,  and 
thus  complicate  a  second  and  even  graver  operation.  Above 
all,  do  not  stab  blindly  with  trocar  or  exploring  needle  in  the 
vain  hope  of  striking  the  gut.  Irreparable  damage  may  follow 
such  an  exploit.  When  an  intelligent  and  ample  trial  to  reveal 
the  gut  through  the  perineum  has  failed,  a  colotomy  must  be 
resorted  to  at  once.  Where  shall  it  be?  Littre  says,  in  the 
left  groin ;  Amussat,  in  the  left  loin  behind  the  peritoneum  ; 
while  Hugier  insists  on  the  right  groin.  Each  of  these  sites 
has  its  advocates.  The  concensus  of  opinion  of  recent  authors, 
however,  is  vastly  in  favor  of  the  left  groin.  The  selection  of 
this  point  seems  far  more  rational  than  either  of  the  others,  for 
reasons  that  are  apparent.  It  is  not  within  the  scope  of  this 
paper  to  discuss  the  methods  of  performing  the  colotomy.  A 
colotomy  for  imperforation  of  the  rectum  will  not  differ  from 
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other  methods  of  colotomy  for  other  obstrw  .    d  1  should 

be  performed  in  the  usual  way. 
1  wish  to  record  the  two  eases  which  Berve  as  a  text  for  the 

foregoing  remark-.     The   first   1   saw  ten  years  ago  with   a 
brother  practitioner,  now  dead.     It  occurred  in  a  male  child 

of  fair  size  and  otherwise  well  developed.  It  was  of  that 
Variety  in  which  the  anus  was  absent — the  raphe  extending 
unbroken  throughout  the  entire  length  of  the  perineum.  A 
diagnosis  was  made  on  the  day  of  the  child's  birth.  The  usual 
perineal  incission  was  made  on  the  following  day,  which  had 
been  chosen  as  the  time  for  the  operation.  It  was  carried  to 
a  depth  of  an  inch  and  a  half.  A  reasonable  effort  was  made 
in  the  endeavor  to  discover  the  gut  above  without  success.  At 
this  juncture,  to  my  amazement,  my  friend  abandoned  the 
little  fellow  and  handed  him  over  to  the  inevitable.  I  urged  a 
colotomy;  he  rejected  the  suggestion.  A  day  or  two  of  suffer- 
ing sufficed  to  terminate  the  ease  in  the  death  of  the  child. 
No  post-mortem  was  made.  No  reasons  were  assigned  which 
appeared  to  me  sufficient  to  warrant  this  line  of  conduct.  If 
my  friend  had  been  incompetent,  I  should  have  ascribed  his 
conduct  to  that  cause.  Not  so,  however.  He  was  a  wonder- 
fully skilful  surgeon,  a  superior  anatomist,  and  a  man  thor- 
oughly true  to  the  principles  of  his  art — all  of  which  made  his 
declension  to  offer  a  last  recourse  all  the  more  inexplicable. 

The  second  case  fell  under  my  observation  recently.  On 
the  28th  day  of  August  I  delivered  Mrs.  C,  primipara,  of  a 
male  child  weighing  nine  pounds.  The  delivery  had  to  he 
accomplished  by  means  of  forceps,  on  account  of  a  slight 
transverse  narrowing  of  the  pelvis.  By  reason  of  an  indis- 
position, which  began  at  her  bedside,  I  was  prevented  from 
seeing  her  till  the  third  day.  I  found  the  child  in  great  agony, 
fretting  and  crying,  never  sleeping,  and  refusing  the  breast, 
i  was  told  its  bowels  had  not  moved.  An  examination  dis- 
covered the  cause  of  its  trouble.  There  was  imperforation 
of  the  anus.  The  position  of  the  anus  was  marked  by  a  puck- 
ering of  the  skin,  and  by  'palpation,  I  fancied,  impulse  and 
fluctuation  could  he  made  out.     This  proved  erroneous  in  the 
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pent  events.     It  was  now  bo  late  in  the  day 
that  I  was  I  to  defer  any  Interference  until  Tu< 

.   when  in  company  with  my  friends, 
in  and  Moses  D.  EEoge,  an  operation  for  it* 
relief  was  undertaken.     In  the  ou  confident 

that  the  task  of  effecting  an  outlet  would  I  ay  one;  it 

proved  otherwise.  Under  chloroform,  an  incision  was  made 
following  the  raphe',  through  the  site  of  the  anus,  and  was 
care-fully  carried  into  the  pelvis.  The  gut  was  not  readied 
where  1  thought  it  would  be,  so  the  dissection  was  continued 
to  the  depth  of  an  inch  and  a  half  without  any  signs  of  ulti- 
I  at  once  abandoned  the  search  and  immedi- 
ately proceeded  to  do  an  inguinal  colotomy.  This  occupied 
only  a  few  minutes.  Changes  had  already  taken  place.  The 
temperature  of  the  axilla  was  102°  F.,  and  the  abdomen  was 
much  distended  by  gas.  The  abdominal  cavity  was  opened 
and  immediately  loops  of  intestines  protruded.  The  descend- 
ing colon  was  soon  identified  and  stitched  with  silk  sutures 
into  the  lowermost  angle  of  the  wound,  and  opened.  At  once 
a  free  escape  of  fetid  gas  took  place,  accompanied  by  a  dis- 
charge of  meconium.     The  bellv  subsided,  and  the  child's  res- 

o  7 

piration,  which  had  become  much  embarrassed,  became  deeper 
and  easier.  The  wound  was  covered  over  with  pledgets  of 
absorbent  cotton,  and  over  these  a  single  turn  of  gauze  was 
wound.  The  child  was  laid  naked  on  a  pillow  and  well  envel- 
oped in  soft  flannels.  I  directed  that  the  dressing  should  be 
changed  every  hour  or  two,  on  account  of  the  free  discharge 
of  meconium,  and  that  at  each  dressing  the  parts  should  be 
sponged  with  a  solution  of  bichloride,  1  to  400U. 

For  the  first  two  hours  after  the  operation  the  child  slept 
profoundly,  and  when  it  awoke  nursed  freely  and  with  evident 
During  the  twelve  hours  next  following  the 
opening  of  the  gut,  the  bowel  thoroughly  emptied  itself.  The 
operation  was  done  at  mid-day.  At  8  o'clock  in  the  evening 
of  the  same  day,  the  temperature  had  gone  up  to  102.5°  : 
otherwise,  all  symptoms  were  favorable.  On  the  morning  of 
the  second  day  the  nurse  reported  a  comfortable  night  for  the 
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little  fellow.     He  had' slept  well — waking  at  intervals  of  two 

or  three  hours — and  after  nursing  with  evident  enjoyment, 
would  again  fall  asleep.  His  temperature  was  dow  103  .  and 
on  the  evening  of  the  same  day  reached  105°,  There  were 
no  other  symptoms  in  keeping  with  this  high  temperature,  and 
hence  it  did  not  alarm  me.  The  morning  of  the  third  found 
mperature  again  reduced  after  another  excellent 

night.     The  bowel  was  still  dischar^  tdsfactorily,  and  no 

untoward  symptoms  threatened.  Nothing  worthy  of  note 
occurred  until  the  fifth  day,  when  in  the  morning  the  tempera- 
ture was  down  to  100°,  and  on  the  morning  of  the  seventh  it 
was  normal.  During  all  this  time  every  indication  was  favor- 
able ;  the  wound  did  well,  the  child  slept  and  nursed  as  com- 
fortably  as  one  in  perfect  health,  and  I  felt  that  its  recovery 
was  assured.     On  this  day  the  stitel  removed,  adhi 

being  complete. 

It  is  now  seventy-two  days  since  the  colotomy  was  done. 
The  child  has  thriven  and  grown  as  well  as  a  child  could,  and 
appears  quite  as  capable  of  living  as  any  child,  however 
perfect. 

To  be  the  victim  of  an  artificial  anu-<  is  unquestionably  a 
grievous  annoyance.  Yet  one  thus  afflicted  is  by  no  means 
incapable  of  participating  in  the  enjoyments  and  struggles  of 
life. 

It  is  our  duty  to  rescue  these  unfortunates,  if  only  to  lend 
them  for  a  brief  space  to  fond  mothers.  We  must  be  true  to 
the  aims  of  our  art  and  sanction  no  euthana 


A    CASK    OF    [NDUCED    ABORTION    FOR    THE 
NAUSEA  AND  VOMITING  OF    PREGNANCY. 

With  Remarks, 


Bv  Chbistophzb  Tomi'kixs,  M.D., 

Richmond,  Va 


August  1,  1885,  was  called  to  see  Mrs.  J.,  a  lady  of  culture 
and  refinement,  blonde,  twenty-four  years  old,  and,  as  nearly  as 
could  be  ascertained,  three  and  a  half  months  pregnant  with 
her  first  child. 

On  inquiry,  elicited  the  following  history :  Born  in  the  moun- 
tainous part  of  Virginia,  she  led  an  active  outdoor  life,  and  grew 
up  to  be  a  woman  of  good  height  and  of  round  and  full  figure. 

Naturally  vivacious,  of  a  quick,  but  kind  temperament,  and 
unusual  beauty,  she  was  well  fitted  to  be  a  belle  in  society,  and, 
as  such,  saw  much  of  the  gaiety  and  dissipation  of  the  fashion- 
able world.  January  14, 1884,  she  was  married.  A  bridal  tour 
in  the  South  of  about  two  weeks  was  taken.  Whilst  in  the  city 
of  New  Orleans,  in  stepping  from  the  platform  of  a  car,  she 
sprained  her  ankle.  This,  although  treated  immediately  by  a 
physician  of  that  place,  and  subsequently  in  this  city,  caused 
her  great  suffering.  Finally,  refusing  to  yield  to  the  usual  reme- 
dies, the  part  was  put  in  a  plaster  cast;  she  went  about  on 
crutches,  and,  after  many  months,  eventually  recovered.  In  the 
meantime  she  became  pregnant,  and  from  the  first  was  attacked 
with  nausea  and  vomiting. 

Mild  in  the  beginning,  it  gradually  grew  worse  until  she  sent 
for  me  on  the  1st  of  August,  1885.  Her  husband  stated  that 
she  had  had  fever  for  two  weeks.  I  found  her  in  bed,  and  learned 
that  she  had  been  there  for  days.  Her  figure  was  not  robust,  and 
her  face  was  thin  and  attenuated.     What  little  she  had  eaten  in 
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the  past  ten  days  or  two  wicks  had  been  apparently  rejected  ; 
her  temperature,  one  degree  above  the  normal ;    tongue  foul ; 

sordes  on  the  teeth,  and  the  breath  of  a  sour  and  bilious  odor. 
The  pulse  was  fairly  good,  considering  her  condition.     Even  the 

mention  of  food  was  distressing  to  her,  and  the  sound  of  the  dinner- 
bell,  though  far  ofl  from  her  room,  caused  such  distress  t hat  its 

ringing  was  discontinued  by  the  family.  The  bowels  had 
throughout  her  pregnancy  been  constipated,  only  moving  once 
in  two  or  three  days. 

Although  continuously  retching,  very  little  or  no  blood  had 
been  seen  in  the  vomit,  except  on  two  occasions,  and  then  not  a 
great  deal,  and,  such  as  there  was,  was  of  a  florid,  scarlet  color. 

No  medicine  had  been  given  and  no  treatment  taken,  e\ 
the  occasional  use  of  lime-water,  which  she  said  "  did  no  good." 

A  diet  consisting  of  cream  and  brandy  and  beef-tea  was  ad- 
vised. Prescribed  calomel,  ten  grains  ;  sodii  bicarb.,  one  scruple. 
Pulv.  no.  i.     S.  One  dose. 

2c?.  Patient  not  improved,  and  has  had  no  operation.  Could 
not  tell  positively  whether  medicine  had  been  retained  or  not. 
Prescribed  pill  comp.  cathar.  no.  iv.  S.  Take  two,  and  repeat 
in  twelve  hours,  if  necessary. 

3d.  Patient  had  taken  all  of  the  above  pills  as  directed,  and 
had  been  well  operated  on  twice.  Felt  better ;  the  breath  was 
of  natural  odor,  the  tongue  clean,  and  the  temperature  normal. 
But  no  improvement  in  the  nausea  and  vomiting,  and  literally 
nothing  remained  in  the  stomach.  Prescribed  oxalate  cerium 
in  two-grain  doses  every  six  hours;  Buffalo  lithia  water  and 
small  pellets  of  ice.  Patient  complains  of  some  burning,  painful 
sensation  about  the  epigastric  region,  and  along  the  oesophagus. 
All  the  various  articles  of  diet  known  to  act  favorably  on  the 
stomach  were  canvassed  at  this  visit,  and  it  was  found  that  the 
mention  of  most  of  them  was  enough,  often,  to  excite  distil 
nausea. 

4///.  Patient  in  no  way  improved  ;  on  the  contrary,  there  is 
marked  evidence  that  she  is  rapidly  weakening.  The  nausea  and 
vomiting  had  gone  on  uninterruptedly.  The  only  thing  admin- 
istered that  remained  on  the  stomach  was  a  tew  teaspoonfuls  of 
lithia  water  and  a  few  pellets  of  ice;  and  these,  oi'tener  than 
otherwise,  were  rejected,  although  only  given  at  long  intervals 
because  of  the  distress  they  had  occasioned.     Prescribed  one- 
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drop  d  ~i\  boon,  the  body 

to  be  nibbed  with  the  palm  of  the  hand  lubricated  with  olive 
oil,  the  friction  to  be  particularly  vigorous  along  the  spine. 

11.30  p.m.  Was  Bent  for  in  the  night;  patient  worse,  and  vio- 
lently attacked  with  convulsions  of  a  nervous  character.  Vom- 
iting incessant,  and  burning  pain  along  the  tract  of  the  stomach 
and  oesophagus.    Finding  il  o  try  further  medication  by 

the  month,  an  enema  containing  milk,  brandy,  and  ten  drops  of 
laudanum  was  prepared,  given,  and  retained.  Shortly  after,  the 
patient  growing  more  composed,  I  took  my  leave,  directing  the 
injection  to  be  repeated  every  six  hours,  with  the  addition  of  a 
raw  egg,  well  beaten  up. 

5th.  On  this  treatment :  the  stomach  at  perfect  rest ;  patient 
passed  a  more  comfortable  day  than  usual,  getting  some  sleep ; 
vomiting  less,  but  still  never  free  from  nausea.  Substituted 
MeMunn's  elixir  opium  for  the  laudanum ;  ordered  Buffalo 
lithia  water  and  small  pellets  of  ice. 

6th,  a.m.  Patient  evidently  growing  weaker ;  more  suffering  ; 
enema  came  away,  and  appeared  by  odor  and  otherwise  (except 
for  decomposition)  the  same  as  injected.  Stopped  the  egg  and 
McMunn,  and  used  milk  with  solution  of  bromide  potash,  fif- 
teen or  thirty  grains,  according  to  symptoms ;  made  digital  in- 
guinal examination ;  found  uterus  low  down  in  pelvis ;  slowly 
raised  it  up,  and  left  it  elevated  and  freely  movable ;  also  applied 
small  blister  to  epigastrium. 

7th.  Patient's  condition  very  unfavorable ;  nausea  and  vomit- 
ing, if  anything,  more  violent  than  before ;  sordes  about  the 
mouth;  pulse  very  weak — 140  or  more;  dry  and  brownish 
tongue;  extremities  disposed  to  cool; 

Fever,  which  had  been  persistent,  greatly  increased.  Think- 
ing the  case  one  of  the  greatest  gravity,  and  that  the  question  of 
abortion  could  no  longer  be  deferred,  invited  Drs.  McCaw  and 
Jeffrey  to  meet  me  in  the  afternoon  in  consultation.  Patient 
could  not  retain  the  lithia  water  in  one-drachm  doses,  or  even  a 
pellet  of  ice  the  size  of  a  pea. 

p.m.  No  improvement.  All  agreed  that  abortion  must  be  in- 
duced in  order  to  give  the  patient  a  last  chance  for  her  life. 

Ordered  nutritive  enemas  of  meat  juice,  and  to  each  of  which 
tdded  one  drachm  of  fluid  extract  ei 
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Sih.   Patient  not    suffering  so   much,  but    Bteadily  growing 

:er.    Speculum  examination  revealed  theos  uteri  apparently 

healthy.    To  the  finger  the  <>s  was  soft  and  patulous,  bul  with 

Little  or  no  dilation.      A  few  pains,  similar  to   labor  pain-,  were 
reported  during  the  night,  bul  not  strong.     Passed  uterine  probe 

and   ruptured  the   membranes;  a  gush  of  fluid   followed;   intro- 
duced sea-tangle  tents,  and  behind  them  a  tampon. 

6  i'.m.  Condition  about  the  same  as  above.  Under  the  influ- 
ence of*  chloroform  (I)rs.  McCaw  and  Jeffrey  assisting),  removed 

tents ;  found  the  OS  uteri  dilated  the  size  of  little  finger;  intro- 
duced Barnes's  bags,  and  gradually  opened  the  os  to  something 
more  than  the  size  of  the  index  linger,  and  with  placental  t 
removed  the  foetus  (apparently  three  and  a  quarter  months  old) 
and  membranes.  The  interior  of  the  uterus  was  to  the  feel  of  the 
finger  as  smooth  and  even  as  I  had  ever  felt  it  under  similar 
circumstances,  and,  the  muscular  fibres  acting  well,  the  organ 
remained  well  retracted  after  the  operation. 

8  p.m.  Has  not  rallied,  but  pulse  as  good  or  better  than  be- 
fore the  operation.  Nausea  and  vomiting  still  continue  ;  ejected 
matter  now  looks  dark  instead  of  white  as  before;  suspect  color 
due  to  presence  of  decomposed  blood. 

9  p.M.  Has  had  one  severe  and  several  moderate  fainting 
spells.  Hypodermics  of  brandy,  hot  bricks  to  extremities,  low 
head,  etc.  In  about  a  half  or  three-quarters  of  an  hour  the  dis- 
position to  syncope  disappeared,  and  the  patient's  condition 
seemed  improved.  She  took  a  few  cat-naps,  and  the  nausea  and 
vomiting  gradually  ceased  to  be  so  annoying,  and  were  evidently 
less  frequent  and  violent.  At  about  12  m.,  she  passed  her  water 
in  bedpan  freely  and  easily.  Ordered  enemas  of  whiskey, Valen- 
tine's meat  juice,  and  milk  every  three  hours.  I  remained  with 
her   until  within  a  few  minutes  of  4  o'clock  of  the  morning  of 

ist  9th. 
9th.     Dr.  Jeffrey  took  charge  of  her  after  I  left,  and  from  his 
report  I  learned  that  at  7.:>0,  on  looking  at  her  face,  he  n< 
an  altered  expression  (only  a  moment  before   he  had  examined 
her  and  found  her  as  usual).     Feeling  for  her  pulse,  he  dii 

hat  it  was  gone.      He  made  a  heroic  effort  to  save  her  lite, 
but  in  spite  of  Binapisms  over  the  heart  and  to  ext remit i 

■  1    hypodermic   injections  of  brandy   and    ammonia   and 
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enemas  of  the  same,  and  warm  [drj)  applications  to  all  of  the 
body,  Bhe  Bhowed  qo  effort  to  rally.  Failing  in  these,  her  alarm- 
ing condition  caused  him  to  send  for  me.  I  saw  her  about  9 
1-..M.  Bhe  recognized  me,  and  appealed  to  me  to  help  her — to 
help  her  quickly. 

I  did  what  I  could,  but  it  was  in  vain,  for  it  was  plain  that 
Death  would  claim  her  as  his  own.  Some  liquor  was  ordered, 
which  she  swallowed  and  retained,  but  my  efforts  were  without 
avail,  and  she  died  in  about  twenty  minutes  after  I  entered  her 
room. 

REMARKS. — This  case  is  reported  principally  because  it 
was  an  unsuccessful  case,  and  because  I  wish  to  disabuse  the 
minds  of  those  who  are  not  experienced  in  such  operations,  of 
the  notion,  commonly  believed  and  often  expressed,  that  the 
induction  of  abortion  for  nausea  and  vomiting  of  pregnancy 
is,  in  skilful  hands,  an  undertaking  devoid  of  danger  and 
necessarily  attended  by  success. 

In  this  case,  I  am  of  the  opinion  that  deatli  was  the 
result  of  protracted  debility  and  enfeebled  constitution,  due  to 
long  confinement  and  suffering ;  first,  from  the  injury  to  her 
ankle,  from  which  she  had  not  recovered  when  she  became 
pregnant,  and  was  attacked  by  nausea  and  vomiting,  this  last 
continuing  until  her  death. 

Under  such  circumstances,  the  outlook  was,  indeed,  very 
unfavorable,  for  to  the  shock  of  operation  incident  to  the  use 
of  chloroform  there  was  added  fever  and  protracted  prostra- 
tion both  from  the  injury  to  the  ankle  and  from  want  of 
nutrition,  the  result  of  the  long-existing  nausea  and  vomit- 
ing. 

I  have  before  and  since  operated  on  women  for  the  nausea 
and  vomiting  of  pregnancy,  and  with  success,  whose  apparent 
condition  was  much  worse  than  that  described  in  this  case, 
but  without  the  history  of  a  previous  injury  or  disease. 

The  prognosis,  always  uncertain,  ought,  when  the  case  is  so 
complicated,  to  be  of  the  most  guarded  kind.  The  practi- 
tioner should  not,  however,  hold  his  hand  on  this  account,  for 
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the  operation  affords  the  poor  sufferer  b  !•  "uly  opportuni 

relief. 

1 11  conclusion,  I  would  state  that  I  am  now  using  metal 

dilators,  instead   of  tents,  and   complete   the  operation   at   one 

Qg. 

I  am  likewise  convinced  that  the  least  possible  chloroform 
used,  the  better  the  result. 


THE  NEW  FIELD   IX  ABDOMINAL  HYSTEREC- 
TOMY FOB  FIBBOIDS. 


By  Jam  ks  F.  W.  Robs,  M.D., 
Toronto,  Canada. 


In  the  September  number  of  the  American  Journal  of 
Obstetrics  I  gave  some  of  my  views  regarding  the  old  and  un- 
surgical  operation  of  supra-vaginal  amputation  of  the  uterus 
for  fibroids.     From  that  I  will  quote  : 

"  The  great  difficulty  before  us  in  the  abdominal  hysterec- 
tomy of  to-day  is  the  separation  of  the  extra-abdominal  pedicle. 
After  many  years  the  extra-peritoneal  pedicle  of  ovariotomy 
was  replaced  by  the  intra-peritoneal  pedicle,  the  one  now 
generally  adopted.  But  two  facts  preclude  the  possibility  of 
such  a  treatment  for  myomata,  namely,  the  impossibility  of 
controlling  hemorrhage  by  ligating  the  stump,  and  the  danger 
of  necrosis  of  the  pedicle  on  the  proximal  side  of  the  ligature 
when  the  pedicle  is  formed  of  myomatous  tissue.  This  hemor- 
rhage occurs  with  the  extra-peritoneal  wire  clamp  :  this  necrosis 
also  occurs  with  the  extra-peritoneal  wire  clamp.  We  must, 
therefore  give  up  all  ideas  of  any  new  treatment  in  this  direc- 
tion ;  one  line  alone  remains  :  A  return  to  and  improvement  of 
the  old  '  Freund  '  operation." 

These  were  my  words  at  the  meeting  of  the  Huron  Medical 
Association  in  July,  1891.  I  then  demonstrated,  on  a  model 
made  of  an  inflated  and  covered  rubber  bag,  my  ideas  in  the 
direction  of  a  new  operation.  Convinced  that  in  suitable 
cases  the  vaginal  wall  shutting  off  abdomen  from  vagina  could 
be  readily  and  safely  tied  with  little  danger  of  hemorrhage,  I 
began  to  think  out  the  best  method.     To  experiment  on  the 
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cadaver  would  be  unsatisfactory  for  two  reasons:    First,  the 

of  natural   elasticity  and   pliability  of  the  parts:   and 
ondly,  the  wanl  of  a  tumor.    The  operation  then  outlined  read 

as  follows : 

"The  operator  begins  by  personally  disinfecting  the  vagina 

with  a  1:500  solution  of  bichloride  of  mercury,  so  strong  that  it 
coagulates  the  albumin  of  the  superficial  epithelial  cell-.     lie 

provides  himself  with  a  long  thread  of  strong  and  tried  silk, 
well  boiled,  threaded  in  the  eye  of  a  sharp-pointed,  blunt- 
edged  perineum  needle.  This  needle  must  be  very  firm  and 
Stiff,  and  only  slightly  curved,  and  should  have  a  longer  handle 
than  usual.  He  should  have  practised  the  stitch  on  a  piece  of 
chamois  leather  previously,  so  that  he  can,  without  hesitation 
and  without  bundling,  run  a  chain  suture. 

"  The  operation  is  now  performed  in  the  usual  way  by  tying 
off.  the  broad  ligaments,  putting  on  the  temporary  rope  clamp, 
removing  the  tumor,  placing  a  pedicle  pin  in  situ,  and  adjust- 
ing the  wire  clamp.  The  rope  clamp  is  then  removed  and  the 
pedicle  rapidly  trimmed  down  to  the  limit  of  safety.  The 
assistant  can  now  readily  control  what  is  left  of  the  uterus, 
and  can  draw  upon  it  and  bring  the  cul-de-sac  of  Douglas 
well  in  view,  or  hold  it  upward  and  backward  and  bring  the 
utero-vesical  pouch  well  in  view,  or  draw  it  to  either  side  to 
enable  the  operator  to  outline  the  ureters  on  the  opposite  side. 
Now,  there  is  tissue  lying  close  around  the  cervix,  separating 
the  vaginal  cavity  from  the  abdominal  cavity,  that  can  be 
readily  compressed  by  hand-tied  ligatures,  tissue  that  is  not 
cedematous,  and  therefore  not  likely  to  shrink.  The  perineum 
needle  can  now  be  accurately  carried  up  from  the  vagina  along 
and  close  to  the  clamp-steadied  pedicle,  to  ernei  below 

the  wire  of  the  clamp  into  the  abdomen.      One  end,  the 
one,  of  the  thread  is  now  drawn  out  far  enough  to  leave  8  I 

tying  end,  and  the  needle,  still  on  the  thread,  is  withdrawn 
and  again  lost  sight  of  in  the  vagina,  to  reappear  one-half  inch 
r  to  the  right.  The  thread  in  the  groove  (whether  the 
front  groove  or  ba  :k  groove  of  the  needle)  occupied  by  the 
short  end  at  the  last  puncture,  and  now  corresponding  to  the 
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short  end,  is  withdrawn  in  a  loop  long  enough  to  leave  two 
good  tying  ends  of  equal  length,  when  the  loop  is  cut  and  the 
needle  is  again  sunk  into  the  vagina,  only  to  reappear  as  before. 
In  this  manner  the  whole  cervix  is  surrounded  by  a  chain 
suture  exactly  similar  to  the  one  I  applied  to  the  broad  liga- 
ment in  case  I.  This  chain  suture  cannot  wound  the  ureters  if 
made  to  hug  closely  the  uterine  tissue  until  it  emerges  just 
below  the  wire  clamp.  The  tying  loops  are  now  all  in  the 
abdomen,  the  compressing  loops  in  the  vagina  These  can  be 
interlocked  and  tied  rapidly.  With  a  scalpel  inserted  close  to 
the  wire  of  the  clamp,  the  cervix  can  readily  be  removed. 
This  incision  should  follow  the  track  of  the  clamp,  and  should 
slope  downward  and  inward  toward  the  known  position  of  the 
vaginal  and  cervical  junction.  During  this  procedure,  the 
bowels  must  be  kept  either  up  in  the  abdomen  or  on  the  ab- 
domen by  large  fiat  warm  sponges.  .  .  .  The  peritoneal  edges 
from  between  which  the  cervix  has  just  been  cut  should  be 
held  together  with  two  or  three  stitches,  the  vagina  packed 
with  iodoform  gauze,  the  abdomen  closed,  and  the  wound 
dressed  in  the  usual  way." 

After  publishing  this  article  my  attention  was  drawn  to  a 
very  interesting  paper  by  Eastman,  of  Indianapolis,  on  this 
subject.  Eastman's  operation  was  performed  by  using  a  vaginal 
staff,  on  which  he  cut  as  one  cuts  on  a  staff  in  lithotomy.  The 
operation  described  by  him  I  will  relate. 

He  placed  on  a  temporary  rubber  ligature  and  cut  away  the 
tumor.  "  Having  been  careful  to  apply  the  elastic  ligature, 
the  bulk  of  the  tumor  above  the  ligatures  was  then  cut  awav 
so  as  to  leave  sufficient  peritoneum  to  cover  the  enormous 
wound.  I  then  opened  the  capsule  of  the  tumor.  Applying 
the  forceps  to  arrest  hemorrhage,  I  enucleated  the  nodular 
masses  from  beneath  the  ligature,  which,  contracting  as  I  re- 
moved each  mass,  unpuckered  the  outer  layers  (mostly  com- 
posed of  hypertrophied  uterine  fibre)  like  a  purse  string.  My 
staff  was  then  passed  into  the  vagina  to  a  position  behind  the 
cervix  uteri  and  below  the  elastic  ligature.  Then  cutting  upon 
the  groove  of  the  staff  I  began  ligating  and  cutting ;  as  the 
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staff  had  located  the  cervix  T  was  enabled  to  extirpate  it.  with- 
out interference  with  the  ureters.     A  considerable  portion  of 

the  anterior  wall  of  the  body  of  the  uterus  was  left  as  i 
in  such  close  contact  with  the  bladder  that  its  removal  was 
deemed  inadvisable.  As  the  ovaries  and  tubes  were  much 
diseased,  I  tied  them  off.  The  ligatures,  twenty-five  in  num- 
ber, were  left  eight  inches  in  lenirth  and  twisted  into  one  cord. 
A  pair  of  forceps  were  then  passed  into  the  vagina,  and  liga- 
tures grasped  and  drawn  out  of  the  vulva.  A  glass  drainage 
tube  was  then  inserted  per  vaginam  into  the  wound,  and  for 
three  days  frequently  washed  out,  to  secure  a  perfect  outflow 
of  blood  and  serum.     Abdominal  wound  closed  at  once." 

He  had  four  recoveries. 

Abstract  of  remarks  made  by  invitation  of  the  Chairman 
after  the  reading  of  the  paper  of  Dr.  Stone : 

I  must  thank  you  for  the  great  honor  you  have  done  me, 
and,  as  time  presses,  I  will  be  brief.  If  I  fail  to  make  myself 
understood,  it  will  be  because  time  presses.  I  am  one  of  those 
who  care  not  whether  an  operation  be  that  of  Smith  or  Jones, 
or  any  one  else.  I  do  not  claim  the  credit  for  this  operation. 
Others  have  been  independently  thinking  along  the  same  line. 
They  have  come  to  the  conclusion  that  a  newT  method  is  called 
for,  and  that  to  popularize  hysterectomy  and  save  suffering 
women  we  must  bring  the  mortality  down.  Electricity  and  other 
useless  fads  have  had  their  day.  Tait's  operation  is,  in  some 
cases,  a  failure.  I  recorded  my  method,  as  given  above,  and 
then  found  that  Eastman  had  already  carried  out  a  method 
very  similar. 

Fig.  1. 

-w^— — i 

Proposed  needle. 

Having  determined  to  carry  out  a  combination  of  my  own 
and  Eastman's  ideas,  I  had  a  staff  made  similar  to  his,  and  as 
nearly  like  it  as  I  could,  taking  my  ideas  from  a  cut  of  the 
instrument.     I  modified  its  end  curve  and  made  it  as  you  see 
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it,  Btraight  across  the  top.  I  provided  myself  with  stout  liga- 
ture silk,  and  plenty  of  it;  and  with  two  differently  curved 
Elagedorn  needles  (owing  to  their  large  eyes),  and  with  a  very 
Btout,  well-curved  needle. 

Fig.  2. 


Eastman's  staff  modified. 

On  November  3,  1891, 1  performed  the  operation.  Having 
heard  the  benefits  of  Trendelenburg's  position,  I  asked  my 
friend,  Dr.  O'Reilly,  the  mechanical  genius  and  medical  super- 
intendent of  our  Toronto  General  Hospital,  if  he  could  devise 
some  aseptic,  readily  applied  apparatus  to  accomplish  the  pur- 
pose.    I  have  much  pleasure  in  showing  you  drawings  I  have 


Fig.  3. 


O'Reilly's  device  for  Trendelenburg's  position, 


had  prepared  of  this  readily-made  apparatus.  It  is  not  neces- 
sary for  me  to  describe  it — the  drawings  speak  for  themselves. 
We  can  readily  modify  it  by  making  it  of  hardwood  and  with 
hinges  for  purposes  of  ready  transportation. 

We  require  three  improvements  on  modern  abdominal  hys- 
terectomy : 

1.  A  position  like  that  of  Trendelenburg's,  to  keep  the 
bowels  up  and  out  of  the  way. 
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2.  An  absence  of  the  dirty  pedicle,  held  up  like  a  torch  over 
a  powder  magazine. 

3.  A  method  by  which  (Edematous  tissue  will  not  be  tied 
and  left  covered  up  in  the  abdomen  to  bleed  one,  two,  five,  or 
six  days  after  operation. 

With  Trendelenburg's  position  and  the  abdominovaginal 
hysterectomy  about  to  be  described,  these  indications  are  all 
met.  I  have  carried  out  the  procedure  with  success,  and 
intend  to  follow  up  this  success.  I  have  done  a  number  of 
the  unsurgical  hysterectomies  of  the  past,  but  never  had  less 
anxiety  or  such  a  rapid  convalescence  as  in  this  case. 

The  girl,  though  sufieriiiL!;  from  heart  disease  and  bronchial 
catarrh  for  the  first  few  days,  had  none  of  that  typhoid  ap- 
pearance so  common  in  the  second  week,  the  sloughing  iveek. 
after  the  extra-abdominal  pedicle  method.  One  hears  such 
glowing  accounts  of  the  extra-abdominal  methods  that  one 
wonders  if  his  patients  arc  sicker  than  those  of  operator  A. 
or  B.  With  all  the  antiseptic  powders,  lotions,  gauzes,  and 
salves  that  the  chemist  can  produce,  an  ocdematous  pedicle  will 
slough  ;  and  a  sloughing  pocket  will  be  left  between  the  recti 
muscles  to  granulate  by  a  slow  process,  and  all  the  time  it  is 
a  menace  to  the  dirt-abhorring  peritoneum. 

The  patient  had  been  previously  operated  upon  ;  but  after 
one  ovary  had  been  removed  and  it  was  found  to  be  impossible 
to  remove  the  other,  the  abdomen  was  closed.  She  came 
under  my  care,  suffering  very  great  pain  from  the  imprisoned 
ovary,  and  was  incapacitated  from  work.  She  bad  also  an 
obscure  heart  murmur,  and  on  this  account  ether  was  the  an- 
aesthetic used.  For  twenty. four  hours  previous  to  the  opera- 
tion the  vagina  was  packed  with  iodoform  gauze,  after  having 
been  well  douched  with  1:1000  solution  of  bichloride  of  mercury. 
The  bowels  were  well  emptied  by  a  purgative  and  an  enema  on 
the  morning  of  the  operation.  The  abdomen  was  prepared 
and  the  external  genitals  well  scrubbed  with  soap  and  water. 

After  anaesthesia  the  patient  was  placed  in  Trendelenburg's 

position;    without,    however,    using    all    of  the   apparatus    de- 
scribed above.     Such   high    elevation   was  no1    required. 
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good  free  incision  was  made,  large  enough  to  permit  of  the 
removal  of  a  tumor  of  the  Bize  of  a  man's  head 

I  made  these  sketches  on  board  the  train.  They  arc  poor, 
lmt  will  no  doubt  give  you  some  idea  of  the  steps  of  the 
operation. 

Her  tumor  has  increased  more  rapidly  since  the  former 
operation,  and  she  has  had  spasmodic  pains,  like  labor  pains. 
On  opening  the  abdomen,  adhesions  to  the  descending  colon 
and  small  intestine  on  the  left  side  were  present.  They  were 
extremely  dense,  and  could  not  be  peeled  off  without  tearing 
the  bowel.  I  ligated  with  fine  silk,  and  cut  away  in  pieces  the 
outermost  layer  of  the  capsule,  thus  avoiding  any  injury  to 
the  bowel.  This  separation  of  adhesions  occupied  much  time. 
The  omentum  was  tied  off  in  three  sections  where  adherent  to 
the  tumor. 

During  this  proceeding  the  tumor  was  out  of  the  abdomen, 
having  been  raised  out  by  the  corkscrew.  The  broad  liga- 
ments were  tied  up  close  to  the  tumor,  and  forceps  put  on  the 
tumor  side  and  the  ligaments  cut  between  ligatures  and  forceps. 
When  cutting  the  third  broad  ligament  section,  on  the  right 
side,  a  large  vein  was  wounded  and  flooded  the  field  of  opera- 
tion in  an  instant.  I  hurriedly  slipped  on  the  rope  clamp  and 
and  soon  controlled  the  refractory  vessel.  The  tumor  was 
rapidly  amputated,  and  the  hysterectomy  pins  passed  through 
the  pedicle  in  the  usual  way  and  the  wire  clamp  of  Koeberle 
adjusted.  The  rope  clamp  was  then  taken  out  of  the  way,  as 
it  was  too  clumsy  and  bulky.  The  hysterectomy  pins  were 
also  in  the  way  and  were  removed,  and  the  pedicle  was  left 
simply  constricted  by  the  wire  clamp.  It  could  now  be  readily 
controlled,  raised  from  the  abdomen,  and  lowered  again  at  will. 

The  staff  was  now  introduced  into  the  thoroughly  disinfected 
vagina  and  held  up  well  behind  the  cervix.  The  curved  Hage- 
dorn  needle  was  now  carried  down  on  to  the  staff  and  brought 
up  again  into  the  abdomen  so  that  its  thread  encircled  the 
tissues  of  the  posterior  cul-de-sac  or  the  pouch  of  Douglas, 
lying  between  vagina  and  abdomen.  This  ligature  was  a  stout 
one  and  was  very  firmly  tied. 
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A  small  scalpel  was  now  inserted  perpendicularly  to  the 
Staff,  and  a  cut  made  equal  in  extent  to  the  tissue  tied,  and  the 
index-finger  of  the  left  hand  was  immediately  thrust  through 
the  opening  into  the  vagina.  A  firm  perineum  needle,  threaded 
with    stout   silk,  was   now  entered   ahout   one-half  inch  away 


Staff  in  vagina  ;  first  stitch  being  passed. 
Fig.  5. 


BLACOCP 

Stitch  tied  and  scalpel  inserted  on  the  staff. 

from  the  left  angle  of  the  wound,  and,  guided  by  the  finger  tip 

above  mentioned,  was  made  to  emerge  from  the  wound  in  the 

posterior  cul-de-sac  into  the  abdominal  cavity,  when  the  thread 

was  grasped  and  the  needle  withdrawn.     This  was  tied,  and  a 

further  incision  made  in  the  inter  abdominovaginal  t: 

The  needle  was  again  inserted  one  half  inch  further  away  from 
-  Burg 
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the  outer  angle  of  the  abdominovaginal  incision  and  1 
out  through  the  incision  as  before.     The  ligature  was 

Pio. 
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Opening  now  left  into  vagina  from  above. 
Fig.  7. 


Needle  being  passed  on  finger  in  vagina  with  second  ligature. 
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tightly  tied,  and  another  incision  made  with  the  small  scalpel 
to  correspond  to  the  amount  of  tissue  ligatcd.  The  needle  was 
passed  close  below  the  wire  of  the  clamp,  which  thus  acted  as 
a  guide,  and  the  knife  was  inclined  downward  and  inward,  so 
as  to  shave  off  a  little  of  the  outer  vaginal  surface  of  the  portio 
vaginalis.  This  I  believe  to  be  of  value  for  aesthetic  purposes 
— so  as  to  leave  an  almost  complete  vagina  for  copulation. 

Contraction  of  the  vagina  has  been  complained  of  after 
vaginal  hysterectomy :  so  my  friend,  Dr.  Vandcr  Veer,  of 
Albany,  tells  me. 

Fig.  8. 


In  this  way,  the  uterus  was  closely  hugged  ;  the  ureters  and 
bladder  were  left  unharmed.  Two  nodules  were  enucleated 
below  the  clamp  on  the  right  side.  The  cervix  was  thus  en- 
circled by  about  seven  or  eight  ligatures  ;  and  when  the  last 
one  was  tied,  the  circle  around  the  cervix  at  the  apex  of  the 
vagina  was  completed.  The  opening  into  the  vagina  would 
barely  admit  the  tip  of  my  left  index-finger.  The  Btaff  was  of 
course  removed  alter  the  first  incision  into  the  cul-de-si 
Douglas.     A  pair  of  vaginal   I;  »my   forceps  were  n<>w 

passed  up  from  below,  the  ligatures  were  grasped  at  their 
single  long  ends  (the  other  having  been  cut  close  to  the  b 
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and  with  a  piece  of  twisted  rope  made  of  iodoform  gauze  were 
drawn  into  the  vagina.  The  gauze  was  drawn  further  until 
firmly  imbedded  with   the  Btitches,  and  the  surplus  was  cut  off 

Fi... 


Looking  down  after  removal  of  uterus. 

on  the  abdominal  side  close  to  the  opening  into  the  vaginal 
fundus.  The  vagina  was  packed  with  another  piece  of  gauze, 
and  in  it  the  suture  ends  were  j^urriedly  wrapped.     An  iodo- 


Fm.  10. 


(.ofcrcr.M  ;auz£  *nd  ligatures 


After  ligatures  have  been  drawn  into  vagina. 

form  gauze  pad  was  applied  over  the  external  genitals.  Owing 
to  the  persistence  of  hemorrhage  from  pelvic  adhesions,  I 
packed  the  abdomen  with  iodoform  gauze ;  and  after  tying  up 
the  abdominal  sutures,  I  put  on  a  compress  of  several  folded 
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towels  over  the  wound  dressing  of  Gramgee's  pads  and  drew 
the  abdominal  roller  tightly  over  tl< 
Pulse  and  temperature  record  : 

9.30  a.m.,  before  operation,  temp.  '.'-.P  pulse  80  re.~p.  20 

1.30  p.m., u iter           "               "        97f°  "       80      «     24 

4.30     "      (feels  chilly)          "      100$°  "      88     " 

M0    »                                    «      \02}°  "    100     " 

9.00     "       (pain  in  back)         "       101 -;Q  "     104      "     32 

The  respirations  were  increased  owing  to  the  bronchial  in- 
flammation due  to  that  horrible  ether.  Her  cough  became 
troublesome,  but  I  would  not  allow  the  administration  of  any 
opiate.  Inhalation  of  tine,  benzoin  co.,  with  belladonna  and 
chloroform  were  ordered.  The  temperature  ran  such  a  course 
as  one  would  have  with  a  severe  bronchial  catarrh,  100?°  to 
101°  for  five  days — morning  and  evening  being  about  the 
same.  She  expectorated  large  quantities  of  phlegm.  Stitches 
were  removed  on  the  sixth  day.  The  iodoform  gauze  was 
taken  from  the  abdominal  cavity  in  twenty-four  hours,  and  the 
untied  stitch  was  tied.  The  rope  of  gauze  going  from  the 
vaginal  apex  was  left  until  bowel  adhesions  could  form  over 
the  abdomino-vaginal  hole  and  become  firm  enough  to  prevent 
a  hernial  protrusion.     This  was  taken  out  on  the  eight  day. 

The  ligatures  hanging  in  the  vagina  were  reencircled  with 
fresh  iodoform  gauze  every  five  or  six  days  until  about  the 
third  week.  All  have  come  away  by  a  little  gentle  traction. 
No  vaginal  douche  was  allowed.  The  abdominal  wound  healed 
by  first  intention  without  a  drop  of  pus,  and  nothing  came 
from  the  vagina  but  a  little  whitish  discharge  that  looked  like 
leucorrhceal  mucus. 

This  girl  was  very  anaemic  and  suffers  from  a  heart  lesion, 
and  yet  she  has  made  a  good  recovery.  Bad  adhesions  pro- 
longed an  operation  never  before  carried  out  by  the  operator, 
and  the  patient  thus  sustained  greater  shock.  The  operation 
lasted  about  one  and  one-half  hour.  One-half  of  the  time 
was  consumed  in  ligating  and  controlling  intestinal,  omental, 
and  pelvic  adhesions.     The  right  ovary  was  jammed  down  in 
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the  pelvis,  and  its  removal  without  complete  removal  of  the 
tumor  would  have  been  impossible. 

I  would  like  shortly  to  summarize  the  steps  of  the  operation  : 

1.  Abdominal  incision. 

2.  Extra-abdominal  delivery  of  tumor. 

3.  Tving  of  broad  ligaments. 

4.  Application  of  rope  or  wire  clamp. 

5.  Removal  of  tumor  supra-vaginally. 

6.  Substitution  of  wire  for  rope  clamp. 

7.  Passage  of  staff. 

8.  Ligation  of  posterior  cul-de-sac. 

9.  Incision  of  posterior  cul-de-sac  on  staff. 

10.  Insertion  of  finger  in  abdomino-vaginal  wound  from 
abdominal  side. 

11.  Removal  of  staff. 

12.  Passage  of  ligatures. 

13.  Invagination  of  ligatures  with  gauze. 

14.  Cutting  off  gauze  level  on  abdominal  side. 

15.  Packing  vagina  with  gauze  and  applying  external 
genital  pad. 

16.  Closure  of  abdomen. 

My  thanks  are  heartily  given  to  my  friend,  Dr.  Temple, 
who  ably  assisted  me ;  to  Dr.  O'Reilly,  who  supervised  mat- 
ters; and  to  Dr.  Third,  who  took  subsequent  charge  of  the 
patient.  My  friend,  Dr.  Baines,  and  the  house  staff,  as  well 
as  a  number  of  students,  were  present. 

This  operation  wrill  fill  a  want.  Cases  come  under  our 
notice  in  which  ovaries  and  tubes  have  been  removed,  and  yet 
they  do  badly.  I  received  a  letter,  December  2,  1891,  from 
the  husband  of  a  patient  whose  ovaries  and  tubes  I  removed 
for  fibroid  tumor  in  April,  1890. 

He  writes :  "  I  am  sorry  to  tell  you,  doctor,  she  has  been 
very  ill,  indeed;  she  is  sick  every  two  weeks  now,  and  it  is 
something  fearful  the  way  she  suffers.  I  write  to  ask  if  you 
can  do  anything  for  her.  She  is  willing  to  go  through  an 
operation  or  anything  to  get  shot  of  her  pain.  I  am  afraid 
she  will  be  dropping  off  in  some  of  those  attacks." 
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I  intend  to  remove  her  uterus,      It  is  too  Uu  move 

per  raginam,  and  has  not  grown  large  enough  to  allow  of  the 

formation  of  an  extra-abdomina]  pedicle ;  but   I  am  sure  that 
I  can  readily  take  it  away  by  the  method  just  described,  and 

with  much  greater  rapidity. 

I  once  heard  a  New  York  Burgeon  Bay  that  he  was  rare  tie- 
removal  of  the  uterine  fundus  was  the  bugbear  to  be  avoided 
— that  it  was  the  great  producer  of  the  shock  of  hyster- 
ectomies. I  heard  another  surgeon  say  that  the  removal  of 
the  vaginal  portion  of  the  cervix  increased  the  shock.  What 
nonsense !  It  is  the  want  of  rapid  aseptic  surgery  that  pro- 
duces the  shock. 

The  operation  is  only  recommended  to  those  thoroughly 
familiar  with  the  subject  of  hysterectomy;  and  deaths  occur- 
ring in  the  hands  of  others  have  no  right  to  a  place  among 
statistics  of  the  operation. 
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(;ax<;kk\i:. 


By  Frank  Prince,  M.D., 
Bessemer,  Ala. 


The  term  gangrene  is  derived  from  the  Greek  word  yp&eiv, 
graein,  meaning  "  to  feed  upon  ; "  also  a  loss  of  vitality  to  a 
part  of  the  body — that  is,  death.  The  subject  presents 
nothing  of  a  captivating  or  attractive  character  to  the  writer 
or  reader,  for  literary  or  theoretical  speculation.  But  while 
it  stands  as  a  giant  in  our  way,  preying  upon  and  destroying 
the  human  body,  it  demands  our  earnest  consideration.  I 
regard  it  more  deadly  in  its  attacks  than  any  other  disease 
with  which  I  have  come  in  contact  in  a  lifetime  devoted  to  my 
profession.  Like  the  Octopus,  it  seizes  upon  some  limb  of 
the  body  and  never  turns  loose.  Although  science  has  ad- 
vanced with  wonderful  rapidity  in  this,  the  nineteenth  century, 
when  we  look  for  the  source  of  spontaneous  gangrene,  we  are 
at  sea.  I  do  not  mean  hospital  gangrene,  nor  epidemic  gan- 
grene as  eruptive  gangrene,  nor  gangrene  supervening  upon 
an  accident,  but  spontaneous  gangrene  that  seizes  upon  the 
healthiest  subject,  and  cannot  be  traced  ordinarily  to  a  known 
cause.  Modern  surgeons  all  seem  satisfied  with  the  position 
they  occupy  in  regard  to  its  origin,  and  make  no  distinction, 
only  local  or  accidental.  We  know  this  to  be  mortification  in 
all  tissues  except  bone,  and  even  here  it  might  apply,  as 
necrosis  is  dead  bone.  Dr.  Wyeth  tells  us  it  results  from  the 
sudden  or  gradual  arrest  of  nutrition.  Again,  we  know  that 
mortification  is  an  arrest  of  vitality  cither  in  a  part  of,  or  an 
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entire  limb.     Such  is  nature  as  we  see  it  in  the  vegetable 
kingdom,  where  the  limn  of  a  tree  dies  and  i-  cast  off,  but  the 

place  from  whence  it  fill  is  never  obliterated.  Its  imp; 
left  upon  the  heart  of  that  tree,  as  a  germ  preying  upon  its 
organic  life.  As  in  the  vegetable,  so  in  the  animal  kingdom. 
Every  close  scientific  observer  will  have  taken  cognizance  of 
the  fact  that  the  human  organism  never  completely  recovers 
from  gangrenous  impressions,  he  they  what  they  may. 

Spontaneous  gangrene  is  very  different  from  hospital  gan- 
grene,  or  gangrene  supervening  upon  a  wounded  surface.  It 
may  result  from  long-continued  or  excessive  exertion  or  a  want 
of  rest.  The  propelling  force  of  the  heart,  or  the  correspond- 
ing elastic  force  of  the  arteries  may  be  very  greatly  diminished 
without  organic  disease,  but  must  terminate  in  organic  <! 
if  there  is  no  recuperation  ;  and  in  spontaneous  gangrene  there 
is  something  else  far  more  virulent  in  its  results  than  the  oblit- 
eration or  occlusion  of  an  artery  or  vein.  There  is  a  something 
that  seems  to  grasp  the  entire  circulation,  capillary  as  well  as 
arterial  and  venous,  and  in  a  short  time  accomplishes  its  death. 
In  what  Dr.  Wyeth  terms  acute  gangrene,  he  says  there  is 
pallor  and  coldness  of  the  skin,  but  the  pain  is  not  acute.  My 
observation  is  to  the  contrary.  Pain  is  not  only  present,  but 
terrible.  There  is  no  other  word  in  the  English  language 
that  can  more  properly  express  it  than  terrible.  This  suf- 
fering, once  witnessed,  cannot  easily  be  forgotten.  Just  as 
often  is  there  redness  of  the  part  affected  as  there  is  pallor, 
and  just  as  often  or  more  so  at  the  commencement  of  an  attack 
is  there  an  excess  of  heat  as  of  coldness.  As  is  generally  the 
case,  this  form  of  gangrene  is  at  the  extremities,  or  as  far 
removed  from  the  heart  as  it  is  possible  for  it  to  begin.     There 

osion  and  a  hardness  or  contraction  of  the  limb  that  is 
not  about  any  other  limb  of  the  body.     This  never  yields,  in 

running  to  rapid  results,  till  death  ensue-.  I  do  not 
Propose  to  discuss  the  existence  of  a  putrefactive  process  going 
on    bet'.. re   death    ensues,  or   the   elimination    or'  r   the 

decomposition  of  fatty  tissue,  or  the  liberation  of  any  of  the 
elements  of  the  blood,  as  [  beli  -    take  place  only  after 


330     SENILE  GANGRENE,  OR  SPONTANEOUS  GANGR1 

the  death  of  the  part  affected,  as  this  is  the  natural  pi 
after  vitality  ceases.     But  the  point  oi  rt,  and 

to  which  I  desire  to  ask  your  attention,  is  involved  in  the 
m  as  emanating  from  the  Bufferer,  "  Is  there  no  help?'1 
etc.     Lei  me  detail  to  you  a  few  cases  that,  in  a  professional 
life  of  over  forty  years,  have  come  under  my  observation. 

(    LSE   T. — David  F.  came  into  my  hands  in  the  year  1877  ;  he 

was  a  resident  of  Tuscaloosa  County,  Alabama;  a  well-to-do 
farmer;  a  small  man,  of  a  good  constitution,  moral  and  respect- 
able. He  had  been  treated  for  some  months  by  Dr.  Reuben 
Searcy,  a  kind-hearted  gentleman  and  an  excellent  physician. 
When  I  saw  him  he  was  emaciated  to  skin  and  bones,  with  some 
appetite,  but  no  coloring  matter  about  him  ;  but  a  live  mummy 
to  all  appearances ;  arms  black  to  the  elbows,  and  legs  black  to 
the  knees;  fingers  and  toes  dried  up;  heart  showed  pericarditis, 
every  other  organ  sound;  heart's  action  irregular  and  inter- 
mitting often.  It  was  too  late  here  to  hope  for  any  good  to  be 
accomplished  from  treatment.  I  put  him  upon  digitalis  and 
brandy;  that  seemed  to  give  some  relief.  The  fingers  and 
thumbs  dried  up  and  broke  off  as  though  they  were  made  of 
chalk.  The  toes  came  off  at  the  middle  of  the  foot.  I  treated 
him  for  about  a  month,  and  if  there  was  one  drop  of  fluid 
that  escaped  from  feet  or  hands  I  never  saw  it.  At  times,  pain 
was  excessive,  which  could  only  be  alleviated  by  morphine,  etc. 
His  appetite  kept  up  as  long  as  he  lived,  which  was  about  a  week 
after  his  toes  and  fingers  dropped  off.  There  was  no  chance  for 
surgical  interference  after  I  saw  him.  He  had  but  little  vitality, 
and  a  very  poor  heart-reserve  to  fall  back  on  in  case  of  amputa- 
tion. I  kept  him  on  cardiac  stimulants  and  sustaining  treatment 
as  long  as  I  could. 

Case  II. — A  few  years  after  this,  Ervin  P.  came  to  me  with 
gangrene  of  the  penis.  He  was  a  man  of  good  physique,  about 
sixty  years  old,  and  after  unsuccessful  treatment,  with  amputa- 
tion, he  died. 

Case  III. — About  two  years  after  this  an  elderly  lady,  Mrs.  W. 
W.,  came  to  me  with  spontaneous,  moist,  soft  gangrene  of  both 
hands.  There  had  not  been  an  injury  by  accident  to  either  hand. 
She  was  of  a  robust,  healthy  constitution,  always  at  work  at  some- 
thing.    About  sixty  years  of  age,  no  constitutional  disease  in  her 
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family,  but  stout,   healthy,  er  men   and    women.      In   my 

atment  of  this  case  I  did  all  I  could  with  arsenic  and 
iodide,  strychnine,  iron,  quinine,  digitalis  and  whiskey,  and  appli- 
cations of  iodoform  and  the  strongest  acids,  all  to  no  purp 

She  lived  but  a  short  time. 

(  Sase  IV. — This  case  occurred  in  1890.  Mr.  Wm,  II.,  a  man  of 
unusually  vigorous  constitution,  eighty-six  years  of  age  ;  could 
walk  as  fast  as  anyone  ordinarily  goes ;  could  cut  and  split  rails. 

He  was  a  miller  by  profession,  and  would  take  two  bushel-  of  corn 
from  a  mule's  hack,  put  it  on  his  shoulder,  and  carry  i#-  up  a  long 
flight  of  stairs  to  a  hopper,  and  carry  it  back  in  the  same  manner 
when  it  was  ground  into  meal  ;  would  plow  and  hoe  corn  wdien 
not  otherwise  engaged,  and  in  all  respects  the  stoutest  man  I 
ever  saw  of  his  age.  He  came  to  me,  haying  had  a  chill ;  was 
thoroughly  jaundiced,  but  under  the  influence  of  mercurials  and 
acids  this  seemed  to  leave  him,  and  he  went  about  his  accustomed 
vocation.  In  going  from  one  son-in-law's  house  to  another,  when 
in  close  proximity  to  the  place  to  which  he  was  going,  he  was 
taken  with  pain  in  the  calf  of  the  leg,  BO  severe  that  he  fell  in 
the  road.  His  cries  brought  the  man  of  the  house,  with  some 
assistance,  to  carry  him  in  the  house.  When  I  saw  him  he  was 
on  a  pallet  or  bed  on  the  floor,  and  occasionally  going  over  the 
floor  on  hands  and  knees  from  excessive  pain.  There  was  dark- 
red  discoloration  of  right  foot  and  leg.  Temperature  105°,  with 
pulse  irregular  and  intermitting.  Heart  showed  adhesions  to 
pericardium,  and  reminded  me  in  its  actions  of  a  very  tired  man 
climbing  a  high  hill,  who  every  now  and  then  would  have  to 
stop  to  get  breath.  So  with  this  heart.  It  would  beat  a  few 
beats  very  rapidly,  then  "  stop  to  get  breath,"  when  it  would 
bound  off  again.  I  found  no  pulse  in  the  foot  or  popliteal  region, 
or  in  the  femoral  artery,  but  a  rigidity  of  the  muscles  that  never 
yielded  to  any  treatment  but  death.  I  gave  him  mercurials, 
potassa,  arsenic,  strychnine,  iron,  quinine,  morphine,  opium,  etc., 
also  stimulants  and  tonics.  I  did  not  amputate  or  use  a  knife 
in  any  way,  for  the  reason  that  there  was  no  circulation  of  any 
kind  from  the  foot  to  the  groin — either  arterial,  venous, 
capillary — and  no  good  could  possibly  be  derived  from  i:.  The 
lo  all  intent-  and  purposes,  was  dead,  and  as  rapidly  as  pos- 
sible was  taking  the  body  with  it.  >ntinued  t«> 
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grow  darker  every  day,  till  skin  slipped  on  toe  and  foot ;  in  a 
short  time  extensive  sloughing  took  place,  and  he  died, 

This  is  a  >ad  experience — four  cases  and  four  deaths — but  I 
ask,  Is  there  any  member  of  this  body  of  scientific  men  whose 
experience  with  spontaneous  gangrene,  or  senile  gangrene,  is 

any  better?  Did  you  ever  see  or  know  of  a  recovery  from 
this  disease?  It'  so,  please  detail  the  treatment.  In  the 
beginning  of  this  article,  I  quoted  from  Dr.  Wyeth.  Now  I 
beg  leave  to  call  your  attention  to  what  Krichsen  says  is  a 
cause  of  gangrene.  1st.  An  arrest  of  supply  of  arterial 
blood.  2d.  Obstruction  of  the  circulation  through  a  part. 
3d.  ( )bstruction  of  return  of  venous  blood  from  a  part.  4th. 
Diminished  vis  a  tergo  from  excessive  weakness  of  the  heart. 
Then  he  mentions  local  direct  causes — among  them  he  tells  us 
that  the  diminished  supply  of  blood  or  an  arrest  of  that  supply 
may  produce  gangrene.  But  I  am  at  a  loss  to  know  how 
there  could  be  a  diminished  supply  of  blood  without  disease 
already  existing.  A  position  of  this  kind  necessarily  pre- 
sumes upon  the  existence  of  disease  that  causes  this  diminished 
supply,  or  it  could  not  be  there.  Health  is  predicated  upon 
a  proper  quantity  of  good  blood.  All  the  causes  herein  cited 
may  readily  account  for  local  gangrene,  but  the  great  question 
has  not  been  reached.  These  are  the  results  of  a  prime  cause. 
What  produces  these,  or  any  one  of  these  causes?  What 
brought  about  this  diminished  vis  4  tergo?  "What  reduced  a 
supply  of  blood  ?  What  clotted  the  blood  at  the  bifurcation 
of  an  artery  or  vein?  What  arrested  the  entire  circulation — 
arterial,  venous,  and  capillary — in  the  affected  limb?  I  can 
accept  the  thought  as  to  how  ptomaines  could  do  this  ;  I  could 
go  a  little  further,  and  speculate  as  to  how  the  coagula  in  the 
veins  and  arteries  are  formed  by  acids  or  germs,  but  cannot 
understand  how  a  solid  from  without  can  enter  the  circulation, 
A  solid  may  be  formed  in  the  blood  of  a  diseased  subject  by 
a  stasis  of  circulation,  that  cannot  exist  in  perfect  health.  I 
might  bring  you  the  opinions  of  all  modern  writers  on  surgery, 
and  there  would  be  no  differeuce  in  regards  to  the  assigned 
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cause  of  this  disease.  Sir  Benjamin  Brodie  cites  the  case  of  a 
man  who,  after  a  severe  bloodletting,  Lad  gangrene  of  the 

feet.      What  does  that  splendid   practit inner,  Dr.  Watson,  tell 

us  on  this  subject  ?     Bui  I  am  reminded  that  my  article  may 

be  too  long  already  and  will  not  quote  from  him,  hut  will  say 
that  he  reminds  me  of  a  father  writing  to  a  son  who  is  con- 
demned to  be  hanged.     lie  gives  a  Long,  learned,  scientific 

dissertation,  in  which  he  explains  how  a  gallows  is  made,  the 
process  of  hanging,  the  pleasant  death  from  suffocation,  but 
nowhere  does  lie  point  out  any  way  of  escape.  Escape  is  the 
subject,  of  all  others,  that  interests  him  most;  and  so  with  our 
patient  in  an  attack  of  spontaneous,  or  senile  gangrene.  All 
the  learned  dissertations,  or  displays  of  scientific  knowledge, 
have  no  charms  for  him  unless  they  come  freighted  with  relief 
from  suffering  and  from  death.  The  scientific  world  is  at  sea 
upon  this  point — I  mean  the  cause  of  this  disease  j  and  in  my 
humble  judgment  it  can  be  reached  only  through  post-mortem 
and  microscopical  examinations.  In  regard  to  treatment  I 
have  but  little  to  say,  and  that  little  is  what  I  have  endeavored 
to  profit  by  the  treatment  as  laid  down  by  the  eminent  sur- 
geons of  this  and  past  age-,  but  it  has  been  of  no  benefit 
whatever  to  me  or  the  patient. 


A  CASE  OF  ABDOMINAL  PREGNANCY. 


By  R.  J.  Tbifpi,  M.D., 


History  and  clinical  record.  Delia,  colored,  aged  twenty-two 
years ;  gave  birth  to  a  child  at  fifteen  years  of  age,  and  had  two 
miscarriages. 

Dr.  Broyles,  the  attending  physician,  was  first  called  to  the 
patient  September  18,  1890,  and  obtained  the  following  history : 

"  For  several  months  she  had  suffered  from  pain  in  the  side, 
for  the  relief  of  which  and  other  symptoms  she  was  attended  by 
two  physicians  from  Chattanooga.  Her  last  menstrual  term  was 
in  March  of  the  same  year,  since  which  date  she  has  not  been 
free  from  pain  in  some  part  of  the  abdomen.  Up  to  this  time 
her  physicians  were  unable  to  make  a  confident  diagnosis  of  the 
case. 

"  On  digital  examination  I  found  the  os  uteri  sufficiently 
dilated  to  admit  the  introduction  of  two  fingers  ;  the  lips  notably 
prominent ;  and  along  with  this  condition  there  were  sharp  ex- 
pulsive pains.  She  continued  to  suffer  these  sharp,  bearing-down 
pains  for  five  days,  during  which  time  she  was  delirious,  a  con- 
dition I  was  unable  to  account  for,  as  there  was  no  elevation  of 
temperature.  The  diagnosis  was  still  uncertain ;  but  she  grew 
better  of  all  her  symptoms,  and  was  dismissed  until  December 
26th,  when  I  was  again  called.  The  expulsive  pains  (in  every 
way  resembling  labor  pains)  had  returned,  and  in  this  condition 
she  continued  for  several  days,  accompanied,  as  before,  with 
delirium. 

"  The  os  at  this  time  was  well  dilated,  the  lips  thick  and  patu- 
lous. On  introducing  the  index  finger,  it  came  in  contact  with 
an  unyielding  surface  or  body  that  still  more  confused  the 
diagnosis. 
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"Again  she  obtained  relief  and  I  saw  nothing  moi 
until  January  31,  1891,  when   her  Buffering  was  of  the 
character  as  before  described  ;  this  time,  however,  there  was  a 
temperature  ranging  between  103°  and  105°.     From  the  last- 
named  date  to  February  4th,  she  Buffered  more  or  Less  constantly 
from  bearing-down  pains;  again  she  was  delirious,  and  in  every 
particular  her  condition  was  more  unfavorable  than  at  any  pre- 
vious time.     The  nervous  tremors  soon   culminated  in  convul- 
sions, and  in  this  dreadful  state  she  continued   for  forty-i 
hours,  in  spite  of  all  that  we  could  do  for  her.     Extra-uterine 
pregnancy,  probably,  was  my  diagn< 

February  5th.  Dr.  P.  D.  Sims  was  called  in  consultation  and 
found  the  patient's  condition  much  more  unfavorable  than  a; 
the  time  of  the  record  the  day  before.  Convulsions  continued  ; 
there  was  great  prostration  of  muscular  strength,  and  no  nour- 
ishment had  been  taken  for  several  days.  The  os  uteri  was 
pressed  closely  against  the  symphysis  pubis  by  a  firm  body,  and 
a  sanious  discharge  from  the  uterus  was  present.  He  concurred 
in  the  diagnosis  of  a  probable  extra-uterine  pregnancy,  and  a 
laparotomy  was  set  for  the  next  day. 

6th.  Dr.  Sims  requested  me  to  see  the  case  and  we  found 
present  Drs.  Broyles  and  Wilbanks,  the  physicians  previously  in 
charge.  Further  examination  disclosed  the  long  axis  of  the 
uterus  to  be  about  five  inches,  and  its  body  pressed  well  to  the 
left  side,  which  condition  further  strengthened  the  opinion  that 
the  case  was  one  of  extra-uterine  pregnancy,  but  still  we  had 
our  doubts. 

At  this  time  the  abdominal  wall  was  so  excessively  tender  that 
palpation  could  not  be  borne,  and  we  were  thus  denied  an  im- 
portant aid  in  investigating  the  case.  The  temperature,  taken 
in  the  mouth,  was  L05°. 

Operative  procedure.  After  a  short  consultation  the  patient 
betized  by  Dr.  Broyles,  ether  being  used;  assisted  in 
the  operation  by  Dr.  Sims.  I  made  the  abdominal  section  in  the 
n  line,  about  three  inches  in  length,  and  at  once  encoun- 
tered a  placenta,  probably  twice  the  usual  Bize,  which  was  firmly 
attached  to  the  peritoneum.  Its  detachment  was  followed  by  a 
frightful  hemorrhage  which,  however,  was  quickly  controlled 
with  pedicle-forceps  which,  fortunately,  I  had  at  hand. 

The  child,  a  female  of  ordinary  Bize,  was  then  extracted,  the 
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funis  being  sixteen  inches  in  length  and  attached  to  the  lower 

r  of  the  placenta]  surface.     The  child  had  probably  been 

dead  aboul  six  weeks,  or  Bince  the  natural  effort  to  expel  it  in 

December,  as  decomposition  was  well  advanced.  From  haying 
been  crowded  into  Douglas's  cul-de-sac,  the  head  was  very  much 
flattened  laterally.  The  liquor  amnii  presented  a  muddy,  puri- 
form  appearance,  and,  altogether,  a  putrefactive  condition,  well 
accounting  for  the  fever  and  vital  prostration  that  characterized 
the  case  immediately  preceding  the  laparotomy. 

The  upper  angle  of  the  abdominal  incision  had  necessarily  to 
be  extended,  which  extension  involved  the  peritoneum  from  one 
and  a  half  to  two  inches,  in  order  to  make  room  for  the  extrac- 
tion of  the  child.  Great  care  was  exercised  that  nothing  of  the 
contents  of  the  sac  entered  the  peritoneal  cavity. 

After  the  thorough  emptying  of  the  vicarious  uterus,  it  was 
well  irrigated  with  a  1  :  5000  sublimate  solution ;  and  when  all 
hemorrhage  had  ceased  the  incision  in  the  belly  was  closed  with 
one  line  of  deep  silk  sutures.  A  drainage-tube  extending  to  the 
bottom  of  the  unnatural  uterus  was  put  in  place,  the  usual 
dressings  applied,  and  the  patient  put  to  bed. 

On  reviewing  the  case,  I  think,  as  the  bottom  of  the  sac  was 
firmly  adherent  in  Douglas's  cul-de-sac,  a  more  rational  proce- 
dure would  have  been  to  drain  through  the  vagina,  thereby 
avoiding  the  necessity  of  frequent  changes  and  so  many  cleansings 
by  irrigation  through  the  tube. 

After  removal  to  bed  the  patient  slowly  recovered  from  the 
anaesthetic,  without  nausea,  vomiting,  or  other  unpleasant  occur- 
rence, notwithstanding  the  fact  that  two  or  three  times  during 
the  performance  of  the  operation  there  was  threatened  syncope. 
But  forty  minutes  were  consumed  from  the  time  the  patient  was 
put  upon  the  table  until  she  was  ready  to  be  returned  to  bed.  Re- 
action was  uninterrupted,  and  for  twenty-four  hours  nothing  but 
whiskey  and  milk  was  administed,  at  the  end  of  which  time  the 
temperature  wTas  104°  and  with  less  abdominal  tenderness  than 
before  the  operation. 

A  lochia-like  fluid  escaped  from  the  drainage-tube,  which 
necessitated  frequent  change  of  the  dressings.  Cleansing  was 
effected  by  washing  the  sac  as  long  as  necessary  with  a  1  :  30 
carbolic  water.  On  the  second  day  the  temperature  had  fallen 
to  100°,  and  within  the  next  few  days  it  was  normal.     In  fact, 
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she  had  an  uninterrupted  recovery.     Slie  is  again  pregnant  and 
doing  well. 

REMARKS. — In  most  oases  the  cause  of  extra-uterine  p 
nancy  cannot    be  explained,  notwithstanding  the   fact    that 
during  the  last  decade  the  subject  has  received  special  atten- 
tion by  many  of  the  greatest  minds  in  the  profession. 

Displacement  of  the  ovum  is  much  more  frequent  in  the 
human  than  among  the  lower  animals  ;  and,  no  doubt,  some 
pathological  condition  of  the  sexual  organs  Is  the  cause. 

1.  The  ovum  may  be  impregnated  in  the  ovary  itself,  which 
is  exceedingly  rare,  and  probably  after  the  rupture  of  the 
Graafian  vesicle  may  remain  in  the  ovary  and  develop  further. 

2.  The  ovum  may  drop  into  the  peritoneal  cavity,  and, 
having  been  impregnated  either  before  or  after  its  escape  from 
the  ovary,  may  develop  in  the  abdominal  cavity,  constituting 
an  abdominal  pregnancy. 

3.  The  ovum  may  be  obstructed  in  its  passage  at  any  point 
in  the  tube,  thus  failing  to  reach  the  uterus  and  constituting 
a  tubal  pregnancy.     This  form  is  the  most  frequent. 

4.  The  ovum  may  lodge  in  the  tube  so  near  the  uterus  that 
it  becomes  a  part  of  the  body  of  the  organ,  thus  constituting 
an  interstitial  pregnancy. 

In  these  various  situations  the  foetus,  in  progressive  develop- 
ment, is  surrounded  by  its  natural  membranes  and  the  whole 
mass  enclosed  in  a  capsule  made  up  of  the  surrounding  con- 
nective tissue.  The  placenta  is  variously  attached,  it  being 
found  in  the  uterus  while  the  embryo  is  in  the  tube,  or  even 
in  the  abdomen. 

The  relative  frequency  of  the  different  varieties  of  extra- 
uterine pregnancy  is  ditlicult  to  determine.  Lawson  Tait 
ni/i  s  but  two  forms  of  displacement  of  the  ovum, 
namely  :  from  the  bursting  of  the  tube  the  escaped  ovum  is 
caught  in  the  folds  of  the  broad  ligament,  where  development 
take-  place  :  or  in  the  rupture,  the  peritoneum  may  be  wounded 
a-  well  as  tin-  fetal  cyst,  and  in  this  way  the  ovum  finds  its 
way  into  the  abdominal  cavity. 

SSurg 
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\  ge  has  no  controlling  influence,  but  disease  of  the  oviduct, 
temporary  flexion,  and  obstruction  of  the  tube  by  mucus,  etc., 
have  been  sit  down  as  factors  of  the  accident  of  extra-uterine 
pregnancy. 

Bui  whatever  the  cause  <>r  anatomical  peculiarities  of';: 

of  the  kind,  it  must  terminate  either  in  rupture  or  retention 
of  the  foetal  cyst.     Rapture  is  the  rule  in  tubal  pregnancies, 

and  the  exception  in  the  abdominal  variety.  Rupture  in  tubal 
pregnancies  occurs  more  frequently  between  the  eighth  and 
twelfth  week.  This  aceident  is  not  always  fatal.  Recovery 
may  take  place  even  in  cases  further  advanced,  the  foetus  dying 
and  undergoing  absorption,  or  living  until  viable.  A  retained 
foetus  may  shrivel  and  become  mummified,  being  encapsuled 
and  adherent  to  surrounding  organs.  In  this  condition  of 
the  foetus,  the  capsule  usually  becomes  infiltrated  with  lime 
salts. 


ACUTE  OOPHORITIS  COMPLICATING 
PREGNANCY. 


By  Hf.nry  C.  Cob, 

D   York. 


Considering  the  frequency  of  disease  of  the  adnexa  and 

the  fact  that  this  does  not  offer  an  insuperable  obstacle  to  im- 
pregnation, it  is  somewhat  singular  that  so  few  contributions 
have  been  made  to  the  influence  of  this  condition  upon  preg- 
nancy. The  possibility  of  conception  taking  place  where  the 
integrity  of  only  a  portion  of  the  ovary  is  preserved,  has  led 
to  the  practice  of  the  conservative  operation  so  strongly  ad- 
vocated by  Martin,  of  Berlin,  and  Polk,  of  New  York. 
Granting  that  under  ordinary  conditions  the  presence  of 
moderate  disease  of  the  gland  does  not  imperil  the  life  of  the 
patient,  or  even  seriously  affect  her  health,  it  remain-  to  in- 
quire whether,  under  the  influence  of  pregnancy,  it  may  not 
become  a  source  of  danger.  The  following  brief  notes  of 
cases  recently  observed  by  the  writer  bear  on  this  point. 

Case  I. — Primipara,  aged  twenty-eight.  The  patient  was  un- 
usually robust  and  healthy,  but  had  a  history  of  some  obscure 
trouble  in  the  left  ovary  before  marriage — presumably  acute 
oophoritis  due  to  suppression  of  menstruation  from  taking  cold. 
Since  then  she  occasionally  had  pain  in  the  ovarian  region 
after  undue  exertion,  but  after  marriage  her  menstruation 
was  painless,  When  in  the  fourth  month  of  pregnancy  she 
became  overheated,  and  entered  a  cool  cellar.  She  had  a 
violent  chill,  followed  by  shooting  pains  in  the  lefi  Lrn>in, 
which   continued   for  several   days.  BO   that  it   wa-  sry  to 

keep  her  constantly    under  the    influence    of  morphine.     Her 
pulse  ranged  from  110  to  120,  but  the  temperature  did  n 
ceed  101.5°.     There  was  marked  tympanites,  hut  no  evideo 
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neral  peritonitis.  The  pain  was  always  Localized.  Vaginal 
uninatioo  revealed  an  area  of  tenderness  in  the  neighborhood 
of  the  lef)  ovary,  but  it  was  impossible  to  map  out  anv  marked 
enlargement  of  the  organ.  The  patient  made  a  rapid  recov 
under  treatment  which  was  largely  expectant,  and  ifl  imw  (Octo- 
ber 15th)  in  the  seventh  month  of  pregnancy,  with  no  impair- 
ment of  her  former  health,  although  an  occasional  pain  in  the 
side  reminds  her  of  her  existing  trouble. 

It  Beems  fair  to  infer  that  she  had  an  acute  exacerbation  of 
a  former  oophoritis,  and  that  parturition  may  be  attended,  or 
followed  by,  a  recurrence  of  the  trouble.  (She  was  eventually 
delivered  at  term,  and  had  a  normal  puerperium.) 

The  following  history  is  so  long  that  it  is  necessary  to  con- 
dense it. 

Case  II. — Prirnipara,  aged  twenty.  The  patient  had  been 
married  a  little  over  a  year.  A  few  months  before  her  present 
pregnancy  she  had  an  abortion,  after  which  she  was  treated  for 
some  pelvic  trouble,  possibly  ovarian.  When  three  months  ad- 
vanced she  overexerted  herself  (according  to  one  account,  re- 
ceived a  blow  in  the  side)  and  was  seized  with  a  severe 
pain  in  the  left  inguinal  region,  writh  a  chill  and  fever.  For  six 
weeks  she  had  a  succession  of  chills  and  elevations  of  tempera- 
ture, the  latter  on  one  occasion  reaching  107°  (mouth),  while 
the  pulse  ranged  from  120  to  170.  She  suffered  from  ex- 
haustive sweats  and  diarrhoea.  The  case,  as  viewed  in  its  en- 
tirety, suggested  typical  pyaemia.  Meantime  she  was  so  drugged 
with  opium  that  the  local  symptoms  were  obscured.  She  was  at 
first  treated  for  typhoid,  later  for  malaria,  no  vaginal  examina- 
tion being  made ;  neither  was  the  urine  examined.  Notwith- 
standing, the  pregnancy  was  not  interrupted  and  foetal  move- 
ments were  felt  at  the  usual  time.  The  writer  saw  the  patient  in 
consultation  six  wreeks  after  the  beginning  of  her  illness  and 
found  her  in  an  extremely  emaciated  condition.  Although  her 
temperature  was  nearly  normal,  her  appearance  clearly  indi- 
cated the  presence  of  sepsis.  Her  abdomen  was  greatly  dis- 
tended, but  there  was  no  tenderness  on  pressure  except  over  the 
left  ovary.  The  writer  expressed  the  opinion  that  there  was  pus 
somewhere  in  the  pelvis,  and  wished  to  make  a  vaginal  exami- 
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nation,  but  refrained  at  the  protest  of  the  attending  physician, 
and  abandoned  the  case.  Two  days  later  the  latter  pronounced 
her  convalescent  and  allowed  her  to  sit  up,  whereupon  she  had  a 

chill,  fever,  and  return  of  the  local  pain.  The  writer  now  took 
charge  of  the  case  and  was  in  attendance  for  three;  months.  A 
Vaginal  examination  was  unsatisfactory  on  account  of  the  tym- 
panites, the  existence  of  pregnancy,  and  the  presence  of  a  Btrong 
hysterical  element.  An  obscure  mas-  was  felt  high  up  to  the 
left  of  the  uterus,  where  tenderness  on  dwp  pressure  was 
localized.  From  the  previous  history,  the  virulence  of  the 
attack,  and  its  marked  septic  features,  together  with  the  peculiar 
diarrhoea,  it  seemed  justifiable  to  make  the  diagnosis  of  ovarian 
abscess,  the  prognosis  being  regarded  as  unfavorable.  Expec- 
tant treatment  seemed  preferable  to  operative  interference,  on 
account  of  the  desperate  condition  of  the  patient.  All  medi- 
cines (except  strophanthus,  as  a  cardiac  stimulant)  were  stopped 
and  nourishment  was  pushed.  With  a  rapid  decline  in  the 
temperature  considerahle  pus  appeared  in  the  urine,  with- 
out evidences  of  cystitis,  but  the  latter  soon  became  normal. 
The  pain  ceased  and  the  patient  gained  slowly,  but  surely.  The 
abscess  had  probably  ruptured  into  the  bladder,  as  pyelitis  was 
carefully  excluded.  At  the  end  of  six  weeks  she  was  able  to 
sit  up  every  day ;  imprudence  on  her  part  caused  a  return  of 
the  pain  and  fever,  and  abortion  was  imminent,  but  was  av< 
with  difficulty.  She  remained  in  bed  for  two  weeks,  when  she 
had  improved  so  much  that  she  was  allowed  to  get  up.  After 
gaining  rapidly  for  three  weeks  she  began  to  lose  ground,  her 
appetite  failed,  and  the  lever  and  sweats  reappeared.  As  the 
pregnancy  had  now  advanced  to  within  three  weeks  of  term,  it 
was  judged  expedient  to  induce  labor,  which  was  terminated  with 
forceps,  a  healthy  child  being  delivered.  Especial  care  was 
exercised  to  avoid  manipulation  of  the  uterus.  Great  appre- 
hension was  felt  regarding  the  effect  of  parturition  upon  the 
supposed   abscess  ially   a-   the  patient's   temperature   was 

elevated  for  several  days  afterward.  A  tender  mass  could  easily 
be  felt  at  the  Bite  of  the  left  ovary,  and  the  writer  was  now 
prepared  to  perform  Laparotomy,  if  necessary,  but  at  the  end  o^ 
the  puerperal  week  all  the  unfavorable  symptoms  had  disap- 
peared and   the  subsequent  convalescence  was  perfectly  normal, 
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the  patient  being  able  to  nurse  her  child,  which  was  vigorous  and 
well-developed.  Before  leaving  the  case  (at  the  end  of  the  fourth 
week)  a  careful  examination  was  made.  The  uterus  had  under- 
gone involution,  was  movable,  and  in  normal  position,  and  high 
up  to  the  left  could  be  felt  only  a  small  induration,  not  espe- 
cially tender.     At  this  date  the  patient  is  entirely  well. 

The  case  possessed  more  than  ordinary  interest,  not  only 
on  account  of  its  obscurity,  but  from  the  fact  that  pregnancy 
was  not  interrupted  in  spite  of  the  continued  high  tempera- 
ture, and  that  the  puerperium  was  normal.  It  is  unnecessary 
to  add  that  its  successful  management  required  the  most  anx- 
ious and  unremitting  care. 

The  following  case  has  already  been  reported  in  full  in  the 
American  Journal  of  Obstetrics,  vol.  xxiv,  No.  6,  1891,  and 
is  briefly  cited  for  the  sake  of  comparison. 

Case  III. — I-para,  aged  twenty-one.  History  of  two  previous 
attacks  of  pelvic  inflammation.  At  the  end  of  the  seventh 
month  of  her  second  pregnancy  she  had  a  chill  and  a  rise 
of  temperature  to  103°,  with  severe  pain .  in  the  region  of 
the  right  ovary,  colicky  pains  in  the  abdomen,  and  marked  tym- 
panites. These  symptoms  were  attributed  to  congestion  of  the 
ovary  with  localized  peritonitis.  She  recovered  in  a  few  days 
and  was  quite  well  up  to  the  time  of  her  confinement.  There 
was  no  local  pain,  nor  could  any  enlargement  be  detected  by 
vaginal  examination.  Labor  was  rapid  and  easy,  being  con- 
ducted with  strict  aseptic  precautions.  On  the  third  day  she  had 
a  chill,  her  temperature  rose  to  105.5°,  and  she  complained  of 
severe  pain  on  the  right  side  at  the  site  of  the  former  trouble. 
Vaginal  examination  negative.  On  account  of  excessive  tym- 
panites palpation  of  the  abdomen  was  difficult.  During  the 
week  the  temperature  ranged  from  100°  to  102°,  the  pulse  sel- 
dom exceeding  100.  Septic  endometritis  was  positively  ex- 
cluded. Diarrhoea,  with  exceedingly  fetid  movements.  The 
patient's  general  condition  was  not  indicative  of  septic  infection. 
The  pain  gradually  disappeared,  but  there  was  tenderness  on 
deep  pressure  over  the  caput  coli.  The  writer  had  at  the  outset 
referred  the  symptoms  to  the  lighting  up  of  old  tubal  or  ovarian 
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trouble  as  a  result  of  traumatism  daring  parturition,  hut  could 
not  detect  the  diseased   adnexa.      The  diagnosis   later   seemed 

uncertain   between   perityphlitis,   typhoid,  and  colitis.     Malaria 
had  been  early  excluded. 

During  the  following  week  the  patient's  pulse  and  tempera- 
ture were  normal.  In  the  middle  of  the  third  week  the  pain 
suddenly  returned  with  increased  severity  and  radiated  down 
the  thigh,  while  tympanites  developed  as  before.  The  temperature 
was  again  elevated.  On  the  twenty-second  day  a  well-defined 
mass  could,  for  the  first  time,  be  detected  by  deep  pressure  in  the 
ileo-ca'cal  region,  but  nothing  abnormal  could  be  felt  per  vagi- 
nam.  Its  location  pointed  to  perityphlic,  rather  than  to 
ovarian,  abscess.  On  the  twenty-third  day  the  patient  had  a 
severe  chill,  with  a  rise  to  105°,  but  the  temperature  speedily 
dropped,  with  profuse  sweating — indicating  the  septic  nature  of  the 
trouble.  Her  condition  was  so  serious  that  an  immediate  opera- 
tion was  advised.  An  incision  was  made  directly  over  the  mass, 
which  proved  to  be  an  ovarian  abscess,  adherent  to  the  csecum  and 
shut  off  from  the  general  peritoneal  cavity  by  coils  of  intestine. 
The  distal  end  of  the  tube  was  removed  with  the  ovary,  but  was 
not  diseased.  The  appendix  vermiformis  could  not  be  found. 
The  patient's  temperature  fell  at  once  and  she  made  an  uninter- 
rupted recovery.  At  the  end  of  the  fourth  week  she  wTas  up, 
was  free  from  pain,  and  there  was  no  evidence. of  intra-pelvic 
induration.  The  writer  feared  subsequent  trouble,  which  was 
justified  by  the  after-history  of  the  case.  Having  been  quite 
well  during  the  spring  and  early  summer,  in  consequence  of  im- 
prudence she  had  a  recurrence  of  the  localized  peritonitis,  an 
intra-peritoneal  abscess  developed,  and  she  nearly  lost  her  life. 
The  abscess  was  incised,  drained,  and  she  recovered  only  after 
a  long  and  exhausting  illness. 

Other  cases  might  be  cited,  but  these  are  enough  to  illus- 
trate the  point  which  the  writer  wishes  to  make — that  pre- 
existing disease  of  the  ovary  may  present  a  formidable  com- 
plication during  pregnancy  through  the  recurrence  of  a  former 
oophoritis  and  peri-oophoritis.  The  following  practical  deduc- 
tions may  be  made  : 

Etiology, — Acute  non-puerperal  oophoritis,  even  resulting 
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in  abscess-formation,  is  no1  bo  rare  as  Olshausen  would  lead 
as  to  believe.  While  it  is  frequently  associated  with  tnbal 
cur  independently  of  the  latter,  being  due 
lion  transmitted  from  the  uterus  through  the 
lymphatics,  rather  than  along  the  tubes.  While  -  |> 
specific,  infection  is  the  principal  cause  of  acute  inflammation 
of  the  ovary,  such  inflammation  may  result  from  .sudden 
stion,  or  even  from  traumatism,  especially  if  the  gland 
is  already  diseased.  There  is  every  reason  to  believe  that 
such  an  ovary  may  be  subject  to  recurrent  attacks  of  inflam- 
mation, just  the  same  as  a  diseased  tube.  That  the  ovaries 
are  normally  in  a  state  of  extreme  congestion  during  | 
nancy  has  been  noted  by  everyone  who  has  performed  Cesa- 
rean section.  If  this  congestion  occurs  in  a  gland  previously 
-"d  and  surrounded  by  peritoneal  adhesions,  it  is  evident 
that  it  must  be  peculiarly  susceptible  to  acute  inflammation. 
If  an  ovarian  abscess  already  exists  (as  was  probably  true  in 
Case  III.)  the  element  of  sepsis  is  present,  and  the  trauma- 
tism incident  upon  sudden  emptying  of  the  uterus  and  trac- 
tion upon  the  sac  may  lead  to  the  most  serious  results. 

Symptoms. — The  symptoms  of  septic  puerperal  oophoritis 
are  usually  masked  by  those  of  the  accompanying  salpingitis 
and  general  peritonitis,  but  in  the  acute  non-puerperal  form 
they  ought  not  to  be  mistakeu.  The  sudden  onset  and  dis- 
tinct localization  of  the  pain  are  characteristic.  The  pain  is 
of  a  peculiar  lancinating  character,  often  radiating  down  the 
thigh,  and  is  quite  different  from  that  of  ordinary  para-  and 
peri-metritis.  Evidences  of  general  peritonitis  are  absent, 
though  it  may  at  first  be  suspected  on  account  of  the  tympa- 
nites. There  is  well-marked  tenderness  on  palpation  over  the 
painful  area,  even  though  no  induration  may  be  felt.  The  de- 
velopment of  septic  symptoms  (as  indicated  by  repeated  chills, 
irregular  elevations  of  temperature  and  sweating)  points  to 
suppuration  in  the  ovary,  the  suspicion  being  confirmed  by 
the  presence  of  a  peculiar  fetid  diarrhoea — a  symptom  on 
which  the  writer  has  previously  laid  stress.  The  latter  is  not 
necessarily  indicative  of  rupture  of  the  abscess  into  the  bowel. 
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Diagnosis. — This  is  especially  difficult    if  the  ovary   is 
buried  in  a  mass  of  adhesions.     Ii  is  doubly  bo  during   : 
nancy  when  the  affected  organ  is  elevated,  bo  thai  it  can  sel- 
dom  be  reached  per  voginam.     Under   these   circumsl 
little  positive  information  can  be  gained  by  the  bimanual, 
and  palpation  of  the  abdomen  may  give  an  equally  unsatis- 
factory result.     A  careful  review  of  the  previous  hist 
the  ease,  the  acute  nature  of  the  attack,  and  the  localized  pain, 
will  at  least  warrant  an   ini 

ble  and  direct  the  physician's  attention  to  the  ovary.     Care- 
ful observation  of  the  case  will  enable  him  to  exclude  • 
local  and  general  febrile  affections  and  to  arrive  at  the  diag- 
nosis.    We  should  not  forge!  that  a  pregnant  woman   may 
have  any  disease  which  affects  the  non-pregnant 

( )varian  abscess  is  characterized  by  the  virulence  of  its  symp- 
toms. Neither  pyosalpinx,  pelvic  abscess,  nor  acute  pelvic  peri- 
tonitis is  attended  by  such  marked  septic  manifestations.  It  is 
important  to  remember  that  the  severity  of  the  symptoms  is 
often  out  of  proportion  to  the  size  of  the  abscess.  In  a  case 
of  non-puerperal  suppuration  of  the  ovary,  due  to  sup 
sion  of  the  menses  from  cold,  in  which  the  writer  performed 
laparotomy  on  the  fourth  day  of  the  attack — too  late  to  save 
the  patient — the  disorganized  gland  contained  less  than  a 
drachm  of  pus.  This  pus  is  always  extremely  acrid,  so  that 
rupture  of  the  abscess  into  the  peritoneal  cavity  almost  in- 
variably means  death  to  the  patient. 

The  histories  above  detailed  ought  to  put  us  on  our  guard 
against  mistaking  the  local  trouble  for  an  acute  general  febrile 
affection  complicating  pregnancy.  Appendicitis  may  be 
readily  confounded  with  abscess  of  the  right  ovary  (a-  in 
Case  IIL),  and  there  seems  to  be  no  positive  means  of  dis- 
tinguishing between  them,  especially  when  the  affected  ovary 
cannot  be  palpated  per  vaginam&nd  is  adherent  tothecsecum. 
[ntestinaJ  symptoms  are  common  to  both.   Still  i\w  ovary  i 

.  position  nearer  to  the  uterus  than  the  diseased  appendix 

(even  when  the   latter  is  displaced),  lying  well   below  McBnr- 

point.     The  previous  history  of  th  reater 
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rity  of  the  pain  might  -jive  a  dew  to  the  ovarian  trouble, 
which  would  be  confirmed  by  the  site  of  the  induration  and 

by  the  fad  that  it  was  rounder  and  more  circumscribed  than  a 
diseased  appendix.  Finally,  it  would  he  exceedingly  rare  to 
have  appendicitis  develop  immediately  alter  parturition  and 
apparently  in  consequence  of  that  proa  as. 

Prognosis. — The  prognosis  mint  vary  according  to  the 
the  initial  symptoms.     It  is  always  doubtful.    In 

I.  tiie  writer  felt  justified  in  giving  a   favorable  one, 

a-  there  was  little  lever,  no  evidence  of  suppuration,  and  the 
patient's  general  condition  was  good.  It  was  evidently  un- 
certain in  Case  II.,  and  .-till  worse  in  Case  Elizas  the  trouble 
developed  after  delivery,  it  seemed  as  if  recent  septio  infec- 
tion might  have  occurred,  and  its  exact  nature  could  not  be 
rtained  for  several  days.  Laparotomy  was  performed  when 
the  patient  was  in  a  critical  condition.  The  existence  of  preg- 
nancy, of  course,  renders  the  prognosis  more  grave,  sinceabortion 
is  always  imminent  on  account  of  the  high  temperature,  and  may 
cause  a  fatal  termination  of  the  case.  If  an  abscess  forms,  it  may 
rupture  into  the  peritoneal  cavity,  or,  if  not,  the  patient  may 
be  exhausted  in  consequence  of  the  prolonged  suppuration. 
Even  if  she  recovers  from  the  attack  during  pregnancy,  and 
is  apparently  perfectly  well,  there  is  no  certainty  that  the 
trouble  may  not  recur  during  the  puerperium.  In  short,  the 
complication  is  a  grave  one,  and  recovery  from  a  present 
attack  does  not  secure  immunity  from  a  subsequent  one. 

Treatment. — There  is  ample  room  for  the  exercise  of 
judgment  in  the  management  of  these  cases.  The  problem 
presented  is  a  difficult  one — to  conduct  the  case  to  a  success- 
ful conclusion  without  interruption  of  the  pregnancy,  and  to 
avert,  if  possible,  the  serious  results  which  may  follow  par- 
turition. The  treatment  must  accordingly  be  largely  expec- 
tant. Pain  should  be  relieved  by  hypodermatic  injections  of 
morphine,  administered  in  moderate  doses;  these  will  also 
allay  any  irritability  of  the  uterus.  Constipation  must  be 
avoided,  as  the  tympanites  which  is  usually  present  adds 
greatly  to  the   patient's  discomfort,  since  the  gravid  uterus 
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already  encroaches  upon  the  abdominal  cavity.  Hot  appli- 
cations over  the  area  of  pain  give  relief,  but  it  is  nol  desir- 
able to  maintain  them  constantly.  An  ice-bag,  Buch  as  might 
be  u±vd  under  ordinary  circumstances,  is  not  advisable  during 
pregnancy,  unless  there  is  continuous  high  temperature.  An 
elevation  to  103°  does  not  call  for  antipyretics,  since  it  will 
generally  decline  spontaneously.  The  frequent  use  of  dru^s 
is  contra-indicated;  they  only  upset  the  stomach.  Stimu- 
lant.-, with  digitalis  or  strophanthus,  should  be  given.  If 
the  temperature  remains  above  103°,  phenacetin  may  beg 
in  doses  of  gr.  xv,  with  cold  sponging.  Antipyretics  seem 
to  have  a  particularly  depressing  effect  upon  the  heart  in 
these  cases.  Careful  nursing  is  all-important,  and  nourish- 
ment and  stimulants  must  be  pushed.  Tt  must  constantly 
bo  borne  in  mind  that  an  operation  may  become  necessary  at 
any  time,  so  that  the  patient  must  be  prepared  for  it. 

The  question  of  operative  interference  is  an  important  one. 
The  aim  should  be  to  avoid  it  during  the  latter  half  of  preg- 
nancy, but  if  an  abscess  is  dearly  located  at  any  time,  and 
the  patient's  condition  demands  it,  we  must  not  shrink  from 
the  use  of  the  knife.  Unfortunately,  ovarian  abscesse 
seldom  accessible  per  vaginam,  least  of  all  during  pregnancy. 
"When  a  mass  is  felt  through  the  abdominal  wall,  the  direct 
lateral  incision  is,  of  course,  preferable.  In  the  writer's 
opinion,  laparotomy  for  abscess  of  the  ovary  in  advanced 
pregnancy  would  be  unjustifiable;  before  the  fifth  month  it 
might  be  done,  but  the  result  would  be  doubtful.  After 
delivery  the  case  is  different,  as  irrigation  and  drainage  can 
be  practised.  The  lateral  incision,  it  must  be  remembered,  is 
attended  with  far  less  shock  to  the  patient,  whose  condition 
by  the  time  the  abscess  has  developed  is  usually  desperate. 
We  should  always  elect  the  method  which  will  cause  the  least 
shock  to  the  already  enfeebled  patient, and  oiler  the  leasl  risk 
of  interrupting  the  pregnancy.  The  question  of  inducing 
labor  may  arise.  The  writer  does  not  see  what  is  to  be 
gained  by  emptying  the  uterus  early  in  pregnancy,  and  Berions 
harm  might  result  through  disturbance  of  the  abscess   by  the 
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contraction  of  the  organ.  One  max- thus  lose  both  mother 
and  child.     Af't.i-  the  sixth  month  the  int  f  the  child 

arc  also  to  1"'  considered.  Even  after  the  patient  has  appar- 
ently recovered  a  recurrence  of  the  local  trouble  may  make 
it  desirable  to  terminate  th"  pregnancy,  the  child  being 
viable.  In  a  patienl  with  a  history  of  previous  acute 
oophoritis  and  peri-oophoritis,  whether  occurring  before  or 
during  pregnancy,  apprehension  must  be  felt  as  to  the  pos- 
sibility of  a  recurrence  of  the  former  inflammation  after 
delivery.  The  labor  should  be  conducted  with  rigid  aseptic 
precautions,  and  with  the  least  possible  amount  of  interfer- 
ence. Manipulation  of  the  fundus  uteri,  as  in  expression  of 
the  placenta,  is  especially  to  be  avoided. 


SOME    EFFECTS   OF   BLENNORRHEA    IX 
WOMEN. 


I5y  Jamks  T.  JiLKBj   M.D. 

// 


I  do  not  mean  to  discuss  blennorrhcea  in  women  in  all  its 
details,  but  desire  to  call  the  attention  of  the  members  of  this 
ty  to  some  of  its  results. 

Last  spring  I  was  called  to  see  Mrs. ;   I  was  treating  her 

husband  at  the  time  for  an  attack  of  blennorrhea,  which  he  had 
contracted  some  time  previously. 

He,  thinking  he  was  quite  well,  had  indulged  in  coitus  with 
his  wife,  and  had  infected  her.  She  passed  through  the  usual 
symptoms  of  this  disease.  For  several  months  previous  to  call- 
ing me  she  had  pain  in  the  region  of  both  tubes.  When  I  saw 
her  I  diagnosed  salpingitis  gonorrhceica.  I  found  both  tubes 
enlarged  and  tender  on  bimanual  manipulation.  Advised  her 
to  stay  in  bed  and  use  hot  vaginal  douches  for  thirty  minutes, 
night  and  morning,  with  iodine  to  the  abdomen.  She  disobeyed 
my  instructions,  got  up  from  the  bed,  and  lifted  some  article  of 
furniture.  Immediately  there  was  great  pain  in  the  abdomen, 
and  when  I  reached  her  she  was  in  collapse,  with  the  neighbors 
around  her  rubbing  her,  giving  hot  foot-baths,  whisker,  etc*  I 
diagnosed  a  leaking  Fallopian  tube  and  rapidly  developing  gen- 
eral peritonitis. 

I  gave  her  a  hot  vaginal  douche  at  110°  for  thirty  minutes, 
and  ordered  half  a  glass  of  a  saturated  solution  of  Bulphi 
magnesia  every  hour  until  she  was   purged  from   seven   I 
times.     This  was   accomplished   in   a    few   hours,  with   complete 
Bubsidenoe  of  all  the  bad  symptoms  in  twenty-four  hours,  though 
the  patient  was  confined  to  bed  for  ten  days  longer.     During  this 
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time  Bhe  had  the  hoi  vaginal  douches  night  and  morning.     In 

two  weeks  she  was  up  and  ahout  the  house.  The  tubes  were  still 
tender,  but  by  the  use  of  hot  water  and  Churchill's  tiueture  of 

iodine  to  the  vaginal  vault  for  one  month  Bhe  was  well  enough 
to  be  dismissed.  She  is  now  about  as  well  as  usual  before  the 
attack  of  peritonitis  developed, and  has  passed  through  the  Bum- 
mer with  so  much  comfort  that  she  does  not  now  believe  she  has 
pus  tubes  within  her.     She  is  symptomatically  cured. 

In  September  I  was  called  to  see  Mrs. ;  found  her  in  bed 

with  urethritis  and  complaining  much  of  the  frequency  of  mic- 
turition and  its  painfulness,  together  with  leucorrhcea  of  recent 
origin.  For  this  I  prescribed  as  usual.  A  few  days  later  I  wes 
summoned  in  haste,  and  found  her  in  a  state  of  great  collapse, 
pulse  very  weak  and  thready  and  scarcely  to  be  counted,  and 
great  pain  in  the  abdomen,  radiating  from  the  left  inguinal 
region  and  rapidly  involving  the  whole  abdomen.  I  diagnosed 
peritonitis  from  extension  of  existing  inflammation,  and  ordered 
saturated  solution  of  Epsom  salts — a  wineglassful  every  hour 
until  it  purged  ten  times.  This  was  at  9  o'clock  ;  at  10.30  I 
returned  to  the  case,  and  found  she  had  been  vomiting  every- 
thing given  her.  I  then  gave  £  grain  of  morphine,  with  y^ 
grain  of  atropia  to  quiet  the  stomach ;  the  saline  cathartic  was 
continued  in  tablespoonful  doses  of  the  salts  dissolved  in  just 
enough  hot  water  to  hold  it  in  solution.  She  retained  several 
doses  of  this,  and  when  I  returned  next  morning  she  had  been 
purged  some  ten  or  twelve  times,  with  complete  relief  of  all  her 
symptoms  of  general  pain  and  collapse.  For  some  days  there 
existed  tenderness  over  the  left  Fallopian  tube,  and  once  she  was 
threatened  with  a  relapse,  but  a  prompt  purge  with  the  saline 
relieved  her.  She  undoubtedly  had  an  attack  of  peritonitis, 
which  produced  profound  depression,  great  pain  and  tenderness 
of  the  abdomen.  The  track  of  this  inflammation  was  no  doubt 
through  the  uterus  and  tubes.  It  was  aborted  by  the  saline 
cathartic,  and  the  woman  is  to-day  as  well  as  usual. 

In  case  of  Mrs. ,  which  I  reported  to  the  Arkansas  State 

Medical  Society  last  spring,  I  found  the  tube  on  left  side  enlarged 
and  tender,  and  producing  painful  sciatica,  as  well  as  pain  in  the 
tube  and  pelvis.  In  this  case  I  aspirated  the  enlarged  tube  and 
took  away  about  two  ounces  of  pus  and  drained  the  cavity.    She 
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made  a  good  recovery,  and  has  remained  well  ever  since.     Her 
hiuband  had  been  treated  by  myself  for  blennorrhea. 

We  hen1  have  a  report  of  three  cases  in  which  there  was 
infection  of  the  tubes,  and  in  two  of  the  eases  an  extension 
of  the  inflammation  to  the  peritoneal  cavity,  with  lighting  up 
of  a  rapidly  spreading  septic  peritonitis.  In  one  case  the 
trouble  was  confined  to  the  tube. 

As  chairman  of  the  section  of  obstetrics  and  gynecology 
of  the  Stale  Medical  Society  of  Arkansas,  I  read  at  the 
annual  session  of  the  Society,  held  in  Hot  Springs  in  May 
last,  an  article  on  "  Salpingitis." 

I  divided  the  disease  into  several  classes,  and  traced  each 
to  its  prime  cause,  following  the  method  of  Sanger,  of 
Leipzig.  According  to  Sanger  the  disease  may  be  divided 
into  salpingitis  gonorrhecica,  actinomyootica,  tuberculosa,  syph- 
ilitica, and  septica.  This  latter  class  does  duty  for  all  those 
cases  which  are  produced  by  the  various  classes  of  germs 
which  may  be  carried  into  the  uterus  by  the  use  of  unclean 
sounds  aud  probes  in  the  hands  of  the  physician.  In  that 
paper  I  called  attention  to  the  iact  that  the  term  "  pelvic 
cellulitis"  of  Emmet  was  a  misnomer;  that  the  latter  disease 
is  very  rare  and,  practically  speaking,  never  found  outside 
of  puerperal  cases.  Salpingitis,  then,  is  the  disease  we  have 
to  contend  with  in  the  class  of  cases  we  once  called  "  pelvic 
cellulitis." 

AVhilc  salpingitis  may  be  produced  by  the  bacillus  of  tuber- 
culosis, by  the  bacillus  of  syphilis,  and  by  septic  germs  which 
are  carried  into  the  uterus  on  the  sound,  as  I  have  myself 
demonstrated  in  ray  own  practice  and  seen  in  that  of  some  of 
my  neighbors,  yet  in  the  vast  majority  of  cases  it  may  be 
traced  to  blennorrhea  as  the  prime  cause. 

Noeggarath  called  our  attention  to  the  fad  that  blennorrhea 

the  source  of   most    of  the    ills  which   afflict    the   pelvic 

organ-  of  woman,      lie  wrote  and  talked  this  for  some  years, 

but  the  profession  was  slow  to   believe   him,  and    not  until  a 

very  recenl  time  have  we  been  ready  to  accept  this  doctrine. 
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It  is  true  thai   many  of  these  women  do  not  know  that   they 
have  ever  had  blennorrhoea,  and  it  is  possible  and  probable 

that  a  careless  examination  will  give  no  evidence  of  the  dis- 
ease; l>nt  months,  and  even  years,  after  the  disease  hat 

appeared    from    the   visible    mucous    membrane,    it    may 
exist  in  the  tubes  in  the  shape  of  a  salpingitis  gonorrhoea. 

Investigators  have  failed  to  find  the  gonococcu-  of  Neisser 
in  the  pus  in  all  the  cases  examined  ;  but  this  does  not  invali- 
date the  l'aet  that  this  germ  is  the  source  of  the  vast  majority 
of  cases  of  pus  tubes.  Death  from  ptomaine  poisoning  will 
probably  explain  the  absence  of  the  microbes. 

One  feet  about  this  variety  of  inflammation  of  the  tube  is 
that  it  is  not  destructive  in  character,  but  is  limited  to  the 
surface  of  the  mucous  membrane — or  rather,  I  should  say,  to 
the  papillary  layer.  Hence  we  do  not  find  pus  outside  of 
these  tubes,  except  as  a  result  of  their  leakage,  and  then 
usually  in  a  pocket.  The  pus  from  a  gonorrho2a  of  the  tube 
does  not  usually  produce  a  septic  peritonitis ;  and  it  is  only 
when  the  infection  is  a  mixed  one — as,  for  instance,  the  gono- 
coccal inflammation  is  combined  with  a  general  pus-infection  ; 
the  gonococcus  with  either  the  streptococcus  or  staphylococcus 
aureus  or  albus.  When  this  latter  is  the  case,  then  a  leaking 
tube  will  set  up  a  general  septic  peritonitis  aud  will  call  for 
prompt  and  energetic  means  to  stay  it.  Here  I  wish  to 
emphasize  the  value  of  the  purgative  treatment  of  peri- 
tonitis. Purge  until  seven  to  ten,  or  even  more,  liquid 
evacuations  have  been  obtained.  The  peritoneal  cavity  is  a 
vast  sac  literally  covered  with  the  open  mouths  of  lymphatics, 
and  thus,  when  the  intestines  are  purged  freely  by  salines,  the 
call  on  these  lymphatics  is  urgent,  and  whatever  of  fluid  is  in 
the  cavity  of  the  abdomen  is  rapidly  absorbed  and  the  poi- 
sonous germs  with  it.  These  germs  when  once  in  the  blood- 
current  are  promptly  destroyed  by  its  phagocytic  action. 

The  laity  have  a  very  incorrect  idea  of  the  dangerousness 
of  a  case  of  blennorrhoea.  We  have  all  heard  them  say  "they 
did  not  mind  having  a  case  of  blennorrhoea  any  more  than  a 
bad  cold." 
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Many  men  marry  when  they  have  a  case  of  chronic  blennor- 
rhea, and  think  nothing  of  the  evils  to  follow.  Again,  when 
a  man  lias  once  had  a  case  of  blennorrhea  involving  the  deep 
urethra,  with  all  the  glands  which  open  into  it,  who  can  Bay 
when  that  man  is  in  a  condition  for  matrimony  ?  There  \s  no 
discharge  from  the  meatus  to  warn  him.  Practically  speak- 
ing, these  men  should  never  many  until  repeated  irritati- 1' 

the  urethra  with  nitrate  of  silver  produces  pus  which  is  found 
free  from  gonococci.  While  the  laity  regard  this  disease  as  a 
very  trifling  affair,  yet  we  know  that  in  men  it  produces  more 
deaths  than  syphilis.  Now,  when  we  add  to  the  men  so  de- 
stroyed the  women  who  are  rendered  invalids  for  life,  the 
women  who  are  cut  off  by  reason  of  peritonitis  caused  by  pus 
in  the  tubes,  produced  by  the  gonococcus,  we  gel  a  faint  idea 
of  the  terrible  ravages  of  blennorrhea. 

Since  writing  the  above,  "Wertheim,  of  Prague,  read  before 
the  German  Congress  of  Obstetrician-  a  paper  in  which  he 
took  the  ground  that  these  pelvic  or  tubal  troubles  were  pro- 
duced by  the  gonococcus.  In  some  of  the  cases  he  tailed  to 
find  the  coccus  in  pus  from  the  tubes,  with  the  microscope, 
after  careful  examination,  and  yet,  in  every  one  of  these 
cases,  by  using  the  "plate-culture  process,"  the  gonococcus 
was  found;  and  to  complete  the  cycle,  he  took  these  pure 
culture-gonococci  thus  obtained  from  tubal  pus,  and  by  inocu- 
lation produced,  without  a  single  failure,  typical  blennorrhagio 
urethritis.  What  more  do  we  need  in  the  way  of  evidence 
that  tubal  disease,  and  hence  pelvic  peritonitis  with  all  its 
attendant  evils,  is  produced  by  gonorrhoeal  infection  ? 


S  Surg 


PERITONITIS  FROM  A   SURGICAL 

STANDPOINT. 


By  A.  V.  L.  Brokaw,  M.D., 
SI.  Louis,  Mo. 


The  treatment  of  peritonitis  until  recently  has  been  clouded 
in  superstition  and  ignorance.  This  would  possibly  have 
continued  indefinitely  but  for  the  scalpel  of  aggressive  sur- 
geons, who  have  learned  pathology  at  the  operating-table,  not 
in  the  dead-house.  The  work  of  such  men  as  Price  and  Tait 
has  overthrown  existing  doubts  and  the  fallacy  of  such  treat- 
ment as  that  advocated  by  blind  theorists.  The  opium  poul- 
tice, iodine,  and  blister  treatment  of  the  fell  disease  seems 
about  exploded.  The  results  of  the  old  treatment  have  fur- 
nished statistics  (to  say  the  least)  frightful.  The  records  of 
the  autopsy  chambers  should  be  used  as  an  argument  for  some 
other  treatment  than  that  of  the  past.  The  mortality  has 
been  too  great  to  allow  of  any  hesitation  or  consideration  of 
the  weak,  vacillating  arguments  of  the  theoretical. 

Peritonitis  is  as  assuredly  a  surgical  disease  as  any  the  sur- 
geon is  called  upon  to  treat.  Every  practitioner  should,  id 
emergency,  be  capable  of  meeting  the  immediate  indications. 
Persistency  of  symptoms  always  means  section,  irrigation,  and 
drainage.  To  classify  the  varieties  of  peritonitis  as  to  form, 
no  little  difficulty  is  met  with,  for  the  disease  often  presents 
itself  when  the  classical  symptoms  are  not  all  apparent.  The 
best  classification  as  to  cause  that  might  be  mentioned  would 
be  the  following  : 

I.  Traumatic  peritonitis  (developing  after  accidental  trauma 
or  surgical  operations). 
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II.  Peritonitis  duo  to  ulcerative  perforation  of  abdominal 
or  pelvic  viscera  (appendix,  intestines,  stomach,  Fallopian 
tubes,  gall-bladder,  bladder). 

III.  Peritonitis  due  to  incarcerated  hernia  and  intestinal 
obstruction. 

IV.  Peritonitis  due  to  rapture  of  intra-abdominal  abso 
or  tumors  (ovarian  or  other  cystic  tumors). 

V.  Puerperal  peritonitis. 

VI.  Peritonitis  from  obscure  and  undetermined  can 

VII.  Localized  peritonitis, 

VIII.  Tubercular  peritonitis. 

It  is  not  my  intention  to  give  the  details  of  the  special  pro- 
cedures indicated  for  each  and  every  case,  but  only  the 
principles  of  treatment  which  should  govern  ali  peri- 

tonitis.     When  well-defined  symptoms  of  peritonitis 
nothing  short  of  radical  procedures  will  give   perfect   results. 
Generally  speaking,  abdominal  section  is  assuredly  indi 
in  the  majority  of  eases,  and  holds  out  the  only  reliable  means 
of  effecting  a  cure. 

In  certain  cases  of  mild  localized  peritonitis  of  pelvic  origin 
saline  or  calomel   purgation  will    at    times   relieve  existing 
symptoms,  and  necessarily  these  remedies  should  preced    a 
tion  if  the  symptoms  are  not  too  threatening. 

The  high  percentage  of  deaths  in  casts  of  peritonitis  tr 
by  laparotomy  must  be  attributed  to  late  operations.  With 
the  definite  symptoms  of  pus,  no  matter  where  located,  there 
is  but  one  indication,  evacuation  and  intelligent  after-treat- 
ment. A  few  hours'  hesitation,  and  all  may  be  lost  No 
matter  how  low  the  patient's  condition,  even  if  in  a  state  bor- 
dering on  collapse,  well-directed  surgical  efforts  may  BU< 
It  may  be  necessary  to  do  an  incomplete  operation  in  certain 
cases  to  tide  over  an  existing  unfortunate  state,  ruder  im- 
proved condition  of  the4  patient  the  incomplete  operation  may 
be  finished  at  a  later  date,  with  all  the  surgical  nicety  of  an 
operation  of  election. 

We  hear  on  all  sides  of  certain  BUTgeons  refusing  to  0] 

when  acute  inflammatory  symptoms  are  present.    These 
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gentlemen  select  only  favorable  cases  for  operation  and  are 
derelict   in  their  duty  to  their  patients,     They  operate  only 

for  statistics,  not  lor  the  good  of  the  unfortunates.  We  owe 
it  to  humanity  to  do  what  the  exigencies  demand,  even  if  we 
jeopardize  our  good  statistics.  When  one  knows  what  is  the 
proper  thing  to  do,  and  fails  to  do  it,  the  action  is  reprehensi- 
ble, and  many  lives  are  lost  which  might  he  saved  hut  for 
the  timidity  mid  the  failure  to  act  on  the  part  of  the  attendant. 

In  peritonitis,  as  in  all  other  desperate  d'  the  situa- 

tion should  he  explained  to  the  patient  and  consent  be  ob- 
tained to  do  the  accessary  operation.  Whatever  is  done  in 
of  peritonitis  should  be  done  promptly — without  hesi- 
tancy or  lack  of  decision.  If  the  medical  treatment  of  peri- 
tonitis does  not  give  prompt,  quick  results,  it  should  be  put 
aside,  and  a  rational  measure  adopted — section.  The  patho- 
logically ignorant,  and  the  timidly  conservative,  so  called, 
always  counsel  against  the  early  use  of  the  knife.  If  a  con- 
dition demands  the  use  of  the  knife  at  all,  it  should  be  as 
early  as  possible.     Nothing  is  gained  by  waiting. 

I  have  had  in  the  past  few  months  the  positive  evidence  of 
good  results  from  early  operative  interference  in  cases  of  peri- 
tonitis, and  call  to  mind  cases  in  which  the  patients,  on  the 
verge  of  dissolution,  were  saved  by  prompt  surgery.  The 
following  brief  synopsis  of  a  few  cases  may  be  of  interest  and 
illustrative  of  the  measures  advocated  : 

Case  I. — Child,  seven  years  of  age,  seen  in  consultation  with 
Dr.  A.  C.  Robinson.  Child  sent  to  St.  John's  Hospital  in  a  low, 
critical  condition ;  pulse  weak,  thready  ;  temperature,  104°  ;  peri- 
typhlic abscess  ;  all  the  signs  of  peritonitis.  Immediate  opera- 
tion ;  gangrenous  appendix  ;  ruptured  perityphlic  abscess  into 
peritoneal  cavity ;  pelvis  filled  with  over  a  pint  of  pus;  intestines, 
omenta,  everything  matted  together  by  recently  formed  lymph ; 
peritonitis  almost  general.  Abdomen  was  flushed  out  with 
several  gallons  of  hot  water ;  large  and  small  abscess  cavities 
broken  up  ;  all  adhesions  separated  ;  drainage-tube  ;  gauze  pack- 
ing; recovery. 

Case  II. — Mrs.  Annie  E.,  referred  to  me  by  attendant.     I 
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found,  upon  examination,  localized  symptoms  of  peritonitis. 
tion  ;  irrigation;  evacuation  of  over  a  gallon  of  pus.    Pus  cavity 
extending  from  floor  of  pelvis  in  front  and  behind  uterus  upward 

to  the   liver.      Pelvis   and   abdomen   thoroughly   packed    with 

gauze  ;    rapid  recovery. 

Cask  III. — Mrs.  \\\    Right  and  left  pyosalpinx.    Hurried  to 

the  hospital;  condition  very  critical ;  temperature  105.2°  when 
placed  upon  the  table.  All  symptoms  <»f  an  acute  peritonitis  pres- 
ent. Immediate  section  ;  large  abscess  ;  rotten  ovaries  and  tubes  ; 
peritonitis  from  a  leaky  tube ;  irrigation;  drainage;  recovery. 

This   patient   induced    an  abortion    upon   herself  some   v. 
previous  by  passing  a  hair-pin  into  the  os  and  injecting  cold 
water  into  the  uterus  with  a  Davidson.-  Byringe. 

Case  IV. — Miss  D.  Repeated  attacks  of  peritonitis.  Tem- 
perature 104.4°  at  time  of  operation.  On  section,  found  a  rup- 
tured pelvic  abscess;  large  pus  tubes;  irrigation;  drainage; 
recovery. 

(  Sase  V. — Mrs.  I.  Secondary  laparotomy  for  peritonitis  fol- 
lowing a  section  done  seven  days  before.  Temperature  104°; 
abdomen  reopened  ;  adhesions  broken  up;  free  irrigation  ;  drain- 
age; gauze  packing;  recovery. 

Casks  VI.  and  VII. — Peritonitis  following  accidental  abor- 
tions. 

Casks  VIII.  and  IX. — Peritonitis  following  criminal  abor- 
tions. 

These  cases  might  be  added  to,  but  are  sufficient  to  illus- 
trate the  value  of  the  treatment  recommended,  lint  one  death 
occurred,  and  all  were  what  might  be  truly  considered  desper- 
ate eases. 

The  case  which  terminated  fatally  was  one  of  acute  general 
peritonitis  of  the  most  malignant  type,  occurring  in  a  young  girl 
upon  whom  a  criminal  abortion  had  been  performed.  Th< 
was  seen  by  my  father,  and  treated  by  him  on  general  medical 
principles.  Saline  purgatives  and  other  measures  not  relieving 
existing  symptoms — the  condition  of  the  patient  becoming 
— I  was  asked  to  see  the  case.  The  patient's  statements  were 
misleading,  and,  as  afterward  found,  utterly  unreliable. 

All  attempts  at  thorough  methodical  examination  were  oh- 
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jeoted  to  by  the  patient,  who  threw  all  the  obstacles  in  our  way 
>le.  When  consent  was  given  to  a  digital  examination,  it 
proved  unsatisfactory,  because  of  the  objections  and  pain  expe- 
rienced by  the  patient.  An  examination  made  at  a  later  hour 
revealed  nothing  of  a  positive  nature  as  far  as  the  cavity  of  the 
uterus  was  concerned.  The  discharges  were  scanty  and  not  offen- 
sive ;  the  vaginal  vault  was  board-like,  thickened.  Two  im- 
movable masses  could  be  readily  made  out  on  either  side  of  the 
uterus.  A  diagnosis  of  acute  peritonitis  and  abscess  of  the  ova- 
ries was  made  at  this  time. 

The  abdomen  was  exquisitely  painful  and  greatly  swollen. 
The  patient  wildly  denied  any  impeachment  of  her  virtue,  and 
was  insulted  at  the  mention  of  her  trouble  being  connected  with 
any  misbehavior  on  her  part. 

The  salines  were  ordered  continued,  together  with  hot  applica- 
tions to  the  abdomen  and  hot  vaginal  douches.  Late  the  follow- 
ing evening  I  was  summoned  to  see  the  patient,  who  had  sud- 
denly grown  much  worse.  I  came  prepared  to  operate,  and  was 
accompanied  by  Drs.  Mooney,  Newman,  Temm,  McLean,  and 
Fitzpatrick. 

I  found  the  patient  in  an  almost  dying  condition.  Immediate 
preparation  was  made  for  an  operation,  under  unfortunate  cir- 
cumstances, at  midnight.  The  patient  had  a  temperature  of 
104°.  Pulse  weak,  142.  Under  anaesthesia  a  median  incision 
was  made.  On  opening  the  peritoneum  over  a  quart  of  purulent 
fluid  escaped.  The  intestines  were  congested  and  greatly  dis- 
tended ;  flocculi  of  lymph  and  recent  adhesions  everywhere ; 
ovaries  enlarged,  rotten,  and  friable ;  the  tubes  gangrenous,  so 
soft  and  disintegrated  that  Dr.  Mooney,  who  assisted  me,  actually 
tore  off  the  right  ovary  and  tube  while  holding  the  structures, 
when  the  ligatures  were  being  applied. 

The  pelvis  was  rapidly  cleaned  out,  the  abdomen  thoroughly 
flushed,  a  tube  inserted,  and  the  abdomen  closed.  Patient  re- 
acted slowly. 

In  the  morning  the  patient  was  seemingly  better,  temperature 
normal,  and  everything  appeared  more  favorable.  In  the  after- 
noon the  temperature  began  to  rise,  and  thinking  that  there 
might  be  something  in  the  uterus  to  account  for  the  rise  in  tem- 
perature, the  patient  was  given  a  few  whiffs  of  chloroform  and 
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the  cavity  of  the   uterus  rapidly  curetted.     Nothing  of  i 
quence  came  away.     A  few  small  clots  and  some  disintegrated 
tissue  were  all  that  could  be  found.     Before  curetting,  digital 
examination  revealed  nothing  in  the  cavity  of  the  womb. 

In  this  case  the  progress  of  the  peritonitis  bad  been  most 

rapid,  and  the  patient  was  profoundly  septic  Wnile  placed 
in  a  more  favorable  condition  after  the  section,  the  sepsis  was 
so  general  that  all  efforts  failed,  and  the  woman  succumbed. 

This  case  teaches  OS  that  early  operative  interference  is 
absolutely  indicated,  and  that  there  are  forms  of  puerperal 
peritonitis  so  rapidly  fatal  that  the  delay  of  a  few  hours  may 
place  the  patient  beyond  all  surgery.  The  curette  is  not  t*>  be 
relied  upon  the  minute  the  infection  has  extended  to  other 
pelvic  structures.  We  might  as  well  expect  by  putting  out  the 
fire  in  a  grate  to  check  a  general  conflagration  raging  in  a 
house.  Brilliant  results  have  recently  been  recorded  of 
patients  dying  from  puerperal  peritonitis  being  saved  by  a 
section. 

Every  surgeon  who  is  in  touch  with  the  advanced  id 
to-day  agrees  that  no  other  treatment  can  avail  or  hold  forth 
any  hope  in  these  desperate  cases.  In  a  correspondence  with 
the  greatest  living  authorities  in  America,  I  found  perfect 
accord  on  this  subject.  In  my  opinion  no  case  of  general 
peritonitis  can  recover  without  operation,  and  cases  reported 
recovering  without  operation  had  best  be  relegated  to  the 
shelves  of  fiction,  or,  to  be  charitable,  passed  by  as  an  evi- 
dence of  ignorance  on  the  part  of  the  reporter. 

Cases  of  localized  peritonitis  frequently  recover.  No  one 
with  any  experience  doubts  that,  and  occasionally  even  exten- 
sive inflammations  of  the  peritoneum  may  subside. 

It  has  been  estimated   that  the  peritoneum   lias  an  area  of 
2700  square  inches.      When    this    great    area    is  consid 
the    extent    of   a    general    inflammation    is   frightful   t<>  con- 
template. 

All  ea^.-s  of  peritonitis  do  not  present  the  same  symptoms, 
and  with  an  increasing  experience  we  find  that  a  diagnoc 
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peritonitis  is  not  always  easy.  The  classical  symptoms  are 
often  masked,  or  the  usual  collective  Bymptoms  not  w .  1 1 
marked.     Borne  of  them  may  be  absent.     A  high  temperature 

is  not  essential.  A  subnormal  temperature  may  be  mi i  with, 
and  is  relatively  frequent     The  abdomen  may  contain  quarts 

of  pus,  and  few  symptoms  of  value  be  present.  Abdominal 
distention  may  or  may  not  be  well  marked.  Fatal  form-  may 
occur  without  decided  macroscopic  changes.  It  is  just  this 
latter  class  of  cases  in  which  the  onslaught  of  the  disease  is 
sudden,  and  the  fatal  result  rapid. 

Peritonitis  maybe  followed  by  early  septic  endocarditis  and 
pericarditis,  a  frequent  cause  of  early  fatal  issue.  Tympan- 
ites always  adds  to  the  risk.  It  may  mean  additional  auto- 
infection  by  a  liberation  of  the  bacterium  coli  commune  or 
other  microbes. 

There  is  no  single  symptom  to  be  relied  upon.  The  pulse 
is  usually  thin  and  thready,  but  may  be  full  and  strong.  The 
most  constant  symptom  is  pain  on  pressure,  and  next  to  it 
the  facial  expression — the  expression  of  anxiety  and  alarm. 
Rigidity  of  a  muscle,  or  a  group  of  muscles,  is  always  a  sign 
of  positive  value.  The  amount  of  pain  and  suffering  of  the 
patient  may  be  very  great,  but  cases  are  occasionally  met  with 
where  the  pain  is  easily  borne.  Opium  should  be  withheld  if 
possible  until  a  diagnosis  is  established.  Its  influence  masks 
all  positive  symptoms  and  leaves  us  in  the  dark. 


THE   CLINICAL    [MPORTANCE   OF   SKIN- 
DIMPLING   IN  CARCINOMA  OF  THE 
FEMALE  MAMMA. 
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Implication  of  the  skin  in  cases  of  mammary  carcinoma 

18  very  often  noticed,  and  always  if  the  disease  Is  far  advanced. 

It  is  met  with  in  various  forms,  dimpling  being  not  unusual. 

The  skin  may  appear  as  universally  adherent  over  a  large 
portion  of  the  mamma,  movable  with  it,  and  not  able  t<-  he 
picked  up  as  a  separate  structure.  Its  hardness  may  he  com- 
pared to  a  parchment  coating,  and  the  induration  fades  off 
into  the  surrounding  tissue.  This  form  of  skin  implication 
is  not  accompanied  by  discoloration  at  first,  but  later  is  char- 
acterized by  a  pink  mottling,  which  becomes  progressively 
deeper  until  the  well-known  purple  hue  is  seen,  not  only  over 
the  mamma,  but  also  over  a  portion,  more  or  less  great,  of 
the  adjacent  chest-wall.  It  occurs  in  diffuse  carcinoma,  grow- 
ing rapidly,  and  justifies  a  most  unfavorable  prognosis. 

Another  form  of  skin-implication  presents  an  appearance 
not  unlike  the  pig-skin  covering  of  a  saddle.  The  follicles 
of  the  skin  appear  to  be  drawn  upon,  while  the  skin  itself  IS 
thickened,  producing  the  resemblance  already  stated.  This 
also  will  be  found  with  no  well-defined  border.  It  may  occur 
in  patches  and  indicates  diffuse  infiltration.  It  occurs  in  the 
late  rather  than  in  the  early  stages  of  carcinoma.  <  Occasionally 
there  is  found  to  exist,  more  often  by  touch  than  by  sight,  a 
more  or  less  hard  band,  probably  lymphatic  infiltration,  ex- 
tending from  the  primary  tumor  to  adjacent  gland-. 

Still  another  variety  assumes  the  form  of  vo\\\>  in  the 
skin,  not  accompanied  by  discoloration,  raising  slightly  the 
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epidermis,  visible  to  Bight  as  well  as  recognizable  by  touch. 
The  cords  are  manifestly  lymphatic  channels.    The  presence  of 

shot-like  points  of  hardness  in  the  skin  is  a  symptom  bo  well 
known  as  oo1  to  require  comment. 

The  form  of  skin-implication  to  which  I  desire  more  par- 
ticularly to  call  attention  is  the  well-known  dimpling,  which 
maybe  the  first  sign  of  carcinoma  noticed  either  by  patient 
or  physician  ;  and,  while  it  does  not  occur  as  the  earliest  sign 
of  all,  yet  it  mav  occur  when  the  original  disease  is  so  small 
that  attention  has  not  previously  been  attracted  to  it.  A 
dimpling,  which  is  an  early  sign,  is  noticed  at  a  single  point; 
is  not  aceompanied  by  discoloration  of  the  skin  ;  is  not  ac- 
companied by  pain  ;  and  is  noticed  as  a  depression — simply 
that  which  its  name  implies,  a  dimple,  and  not  a  deep  one; 
so  slight,  indeed,  as  to  be  disregarded.  It  has  been  seen  by 
me  more  often  in  the  outer  portion  of  the  breast,  perhaps 
quite  at  the  periphery  of  the  gland,  but  never  in  the  areola. 
If  an  attempt  is  made  to  raise  this  dimple  from  the  subjacent 
structure,  adhesion,  which  may  be  very  slight,  is  found.  In- 
deed, it  would  be  proper  to  say  that  the  slightly  dimpled  skin 
is  not  quite  normally  movable.  It  is  possible  in  a  case  of 
carcinoma  to  recognize  at  different  points  that  the  fibrous 
bands  passing  from  the  skin  to  the  mamma  are  so  shortened 
as  to  diminish  the  mobility  of  the  skin,  and  an  attempt  to 
pinch  up  the  skin  makes  dimples — makes  evident  these  bands 
of  adhesion;  but,  in  the  early  dimpling  that  I  speak  of,  the 
adhesion  is  shown  without  the  necessity  of  pinching  up  the 
skin.  Indeed,  the  clinical  significance  of  the  dimple  is  more 
marked,  if  the  mamma  be  subjected  to  inspection,  rather  than 
to  touch.  An  attempt  to  slide  the  skin  over  the  mamma,  or 
to  pinch  it  up,  causes  the  dimple  to  become  whiter  than  usual 
— bloodless.  The  mass  of  carcinoma  to  which  the  skin  is 
adherent  may  be  extremely  small — not  larger  than  a  pea, 
perhaps,  if  indeed  so  large — and  the  absence  of  size  may  be 
taken  as  a  favorable  indication.  This  is  most  fallacious  rea- 
soning, for  a  very  small  carcinoma  will  cause  infiltration  of 
adjacent  glands  and  metastatic  tumors  quite  as  well  as  will  a 
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large  one.  It  is  to  be  remembered  thai  the  occurrence  of 
dimpling  is  not  the  earliest  indication  of  carcinoma  It  means 
that  the  carcinoma  lias  existed  a  certain  time,  has  involved 
and  caused  retraction  of  the  fibrous  tissue  extending  to  the 
skin,  thus  producing  the  dimple;  hence  dimple,  when 
means  that  carcinoma  has  existed  a  number  of  month-,  dur- 
ing which  time,  of  course,  lymphatic  implication  may  have 
occurred  and  metastatic  tumors  may  have  been  formed.  It 
is  most  commonly  met  with  in  fibrous  carcinoma,  which  is 
of  slow  growth,  often  painless;  hence,  the  presence  of  this 
symptom  is  important  as  showing  that  the  commencement  of 
the  growth  should  he  dated  hack.  It  should  be  accepted  as 
a  danger-signal  of  very  great  importance,  and  one  which, 
even  in  the  absence  of  much  induration,  glandular  enl 
ment,  family  history,  etc,  justifies  immediate  operation.  J 
do  not  call  to  mind  any  other  disease  giving  rise  to  a  like 
Sjmptom,  and  all  the  more  important  is  it  not  to  pas-  over 
tud  wait  further  development,  for  thereby  the 
patient's  life  is  jeopardized.  Women  in  whom  I  have  noticed 
this  sign  of  carcinoma  have  presented  an  exceptionally  healthy 
appearance.  Dimples  may  gradually  change  to  fissures  as  dis- 
ease advances,  the  general  direction  of  the  fissures  being  toward 
adjacent  glands,  suggesting  lymphatic  involvement.  Dimples 
are  exceptionally  multiple.  Many  forms  of  skin-infiltration 
are  seen  in  recurrent  carcinoma,  but  not  yet  has  it  been  my 
fortune  to  meet  with  an  example  of  dimpling,  hence  [  am 
inclined  to  look  upon  it  as  a  sign  of  primary  disease.  A 
dimple  having  formed,  persists  unless  destroyed  by  ulceration, 
together  with  adjacent  structures;  its  base  does  not  return  to 
the  skin-level.    The  following  illustrative  cases  are  presented  : 

(  $ASE  I. — A  white  woman  of  middle  lite,  the  mother  of  grown 
children,  consulted  me.  I  found  that  she  had  in  the  right  b 
a  tumor,  infiltrating,  without  a  well-defined  border,  and  probably 
one  inch  and  a  half  by  half  an  inch  in  si/.-'.  Over  it  was  a  well- 
marked  dimple,  the  bottom  of  which  was  whiter  than  the  sur- 
rounding skin.  It  had  existed  fifteen  months,  and  she  had  paid 
no  attention  to  it  until  recently,  considering  it  a  matter  of  small 
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importance.     According  to  her  own  account,  the  lump,  which 

now  could  be  felt  beneath  it,  had  appeared  only  recently,  but 
the  dimple  and  its  firm  adhesion  to  subjacent  parts  showed  this 
statement  of  hers  to  be  erroneous.  The  axillary  glands  were 
enlarged,  and  a  suspicious  hardness  was  felt  above  the  clavicle 
on  the  same  side.     This  woman  was  well  nourished. 

Case  II. — A  white  woman,  aged  fifty-one,  the  mother  of  adult 
children,  noticed  in  the  left  mamma  an  apparently  insignificant 
dimple,  which  excited  her  surprise,  but  not  anxiety.  I  saw  her 
many  months  later.  The  following  condition  of  affairs  was  pres- 
ent: Left  mamma  not  at  all  enlarged,  normally  movable  over 
the  chest,  and  presenting  in  the  outer  and  upper  quadrant  a 
dimple  half  as  large  as  the  tip  of  the  little  finger.  The  skin  was 
not  discolored,  and  not  elsewdiere  abnormally  adherent  to  the 
breast.  The  glands  adjacent  to  the  coracoid  process  were  en- 
larged, as  well  as  those  above  the  clavicle.  The  left  arm  was 
swollen,  cedematous,  and  much  pain  in  that  extremity  was  pres- 
ent. The  skin  of  the  left  arm  was  darker  than  usual,  and  a 
purple  blush  extended  down  the  back  over  the  scapula  and  over 
the  axilla.  The  territory  occupied  by  this  discoloration  corre- 
sponded fairly  well  with  the  territory  accustomed  to  send  its 
blood  through  the  subclavian.  The  extensive  growth  above  the 
clavicle  was  adherent  firmly  to  the  vertebrae.  No  operation  was 
deemed  expedient,  and  the  patient  died  a  very  few  months  later. 

Beneath  the  dimple  in  the  mamma  was  a  point  of  infiltration 
not  as  large  as  the  last  joint  of  the  thumb.  Here  the  growth 
first  commenced,  and  during  fifteen  or  twenty  months  the  pro- 
gress of  the  disease  appeared  to  be  at  the  primary  site  very  slow, 
while  general  involvement  of  the  body  elsewhere,  sufficient  to 
cause  death,  took  place.  Had  the  patient  had  a  large  tumor  in 
the  breast,  she  could  not  have  failed  to  recognize  its  importance  ; 
whereas,  in  consequence  of  the  very  small  growth  at  the  primary 
site  of  the  disease,  the  patient  was  lulled  into  temporary  security, 
and  increase  elsewhere  took  place.  The  patient's  fears  were  not 
aroused  until  shortly  before  she  consulted  me. 

Case  III. — A  white,  decidedly  stout  woman,  fifty-five  years  of 
age,  whose  menstrual  life  had  ceased  eight  years  ago,  married, 
childless,  consulted  me  on  account  of  a  fissure,  probably  half  an 
inch  deep,  which  existed  above  and  to  the  outer  side  of  the  left 
nipple.     The  sides  of  the  sulcus  being  separated,  showed  that 
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the  bottom  was  more  white  than  the  skin  should  be.  It  app 
to  extend  into  the  mamma,  and  beneath  it  a  diso-shaped  Indura- 
tion could  be  recognized.  In  the  axilla  were  a  DUml 
glands.  The  diagnosis  of  carcinoma  was  plain.  The  fissure 
had  commenced  as  a  small  dimple  eighteen  months  before,  and 
had  gradually  deepened  until  it  presented  the  appearance  already 
stated.  Her  family  physician  had  first  seen  the  growth  a  few 
days  before  I  was  consulted.  No  pain  or  other  symptom  had 
been  complained  of  until  within  a  month,  when  occasional  shoot- 
ing  pains  were  noticed,  which  caused  her  to  seek  the  advice  of 
her  family  physician. 

These  three  cases  well  illustrate  the  fact  thai  the  absence  of 
a  large  tumor  lulls  the  patient's  mind  into  security,  during 
which  the  disease  advances.  It  may  be  questioned  whether 
the  same  absence  of  tumor-formation  does  not  also  occasion- 
ally deceive  the  medical  expert.  The  pitting  is  due,  as  is 
well-known,  to  a  shortening  of  the  processes  of  superficial 
.,  which  pass  from  the  under  surface  <>f  the  skin  to  the 
mammary  gland,  and  is  independent  of  visible  skin-iniiltra- 
tion,  and  if  at  all  marked,  is  accompanied  by  a  whitening  of 
the  skin  at  the  point  where  the  band  of  fascia  is  attached, 
traction  doubtless  diminishing  the  lumina  of  the  capillaries. 

I  do  not  think  it  is  possible  to  say  how  soon  skin-inliltra- 
tion  is  noticed  after  the  commencement  of  the  growth,  for  who 
is  able  to  say  when  the  growth  began  ?  An  attempt  to  give 
a  date  to  the  commencement  of  a  carcinoma  will  be  founded 
on  no  accurate  data.  The  patient  is  not  aware  of  the  begin- 
ning of  growth,  since,  before  the  tumor  has  attained  any  size, 
it  had  been  in  existence  a  certain  time,  and  the  patient  only 
notices  it  after  reaching  certain  dimensions.  Rapidly  grow- 
arcinomaa  do  not  show  this  sign.  Skin-dimple  accom- 
panied by  cachexia  implies  metastatic  ;_i r< .w th.  for  the  local 

-  •  being  small,  the  cause  of  the  cachexia  must  i 
where. 

If  it  is  accepted  that  the  dimple  means  that  the  carcinoma 
das  existed  during  a  certain  time,  the  prognosis  after  opera- 
tion must  necessarily  be  uncertain. 


A    (ASK  OF   CHOLECYSTOTOMY    FOR    STONES 

IN   THE  GALL-BLADDER  AND  CYSTIC 

DUCT,  WITH   REMARKS   ON 

G  ALL-STONES. 


By  W.  E.  B.  Davis,  M.D., 
Rome,  Ga. 


In  December,  1889,  I  was  consulted  in  my  office  by  Mrs.  L. 
K.  M.,  of  Warrior,  Ala.  She  was  thirty-three  years  of  age, 
had  four  children,  the  youngest  five  years  old.  She  had  been  in 
good  health  until  two  years  previously,  when  she  noticed  pain  in 
the  right  side,  at  the  lower  border  of  the  ribs ;  had  some  men- 
strual disturbance  ;  very  marked  constipation  ;  frequent  attacks 
of  headache  and  pain  in  the  back,  with  very  severe  nervous 
symptoms.  She  had  hemorrhoids,  which  gave  her  considerable 
trouble,  and  an  enlarged  uterus,  which  was  somewhat  retroverted 
and  prolapsed.  There  was  a  tumor  on  the  right  side,  below  the 
border  of  the  ribs,  which  was  not  very  tender  to  the  touch  and 
could  be  freely  handled,  and  when  she  assumed  the  erect  position 
it  would  drop  down  on  a  line  with  the  umbilicus.  When  on  the 
right  side,  it  would  be  in  contact  with  the  parietes  of  the  right 
side.  When  on  the  left  side,  it  would  extend  slightly  beyond 
the  median  line.  When  in  the  recumbent  position,  on  back,  it 
could  be  felt  under  the  ribs.  It  was  the  size  of  an  enlarged 
kidney,  and  had  been  diagnosticated  as  a  floating  kidney  by  a 
number  of  physicians.  She  had  never  been  jaundiced,  never 
had  severe  attacks  of  biliary  colic,  never  passed  gall-stones,  but 
frequently  had  attacks  of  indigestion,  and  had  a  slightly  cadav- 
erous look.  A  subsequent  examination  revealed  that  the  urine 
was  normal.  I  expressed  the  opinion  that  the  trouble  was  in  the 
gall-bladder,  but  told  her  the  tumor  might  be  a  floating  kidney, 
which  was  hardly  probable  as  it  was  attached  up  under  the  ribs. 
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I  advised  that  it  he  let  alone,  as  it  was  not  very  painful, 
that  she  be  operated  on  for  hemorrhoids,  and  that  her  uterus  be 
treated.     She  was  operated  on  for  the  hemorrhoids  and  then 

treated  for  her  uterine  trouble,  with  great  benefit  to  her  general 
health  and  relief  to  the  symptoms  due  to  the  retroverted  uterus 
and  hemorrhoids.     But  she  continued  nervous  and  suffered  pain 
in  the  side,  and  seemed  to  be  growing  more  and  more  despondent. 
She  said   there  was  no   pleasure   in  life  the  way  she  was,  and 
begged  me  to  give  her  the  benefit  of  an  exploratory  incision,  the 
dangers  and  benefits  of  which  I  had  fully  explained  to  her  and 
her  husband,  both  being  very  intelligent  people.     I  advised  her 
to  enter  a  pay  ward  of  the  Hospital  of  United  Charities,  in  June, 
for  operation;  but,  as  the  hospital  was  not  in  very  good  condi- 
tion, I  afterward  postponed  the  operation,  and  finally  operated 
at  a  private  house  where  she   had  a  splendid   room   and  good 
attention.    The  operation  was  done  on  the  15th  of  August,  1890. 
There  were  present  Drs.  J.  D.  S.  Davis,  Parke,  Due,  Glass,  and 
Ransom,  of  Birmingham.     After  the  patient  was  anaesthetized, 
there  could  be  no  doubt  about  the  tumor  being  of  the  gall- 
bladder.    An   incision,   four  inches  long,   was    made    over    the 
tumor  along  the  lower  border  of  the  ribs.     The  gall-bladder  was 
found  distended  with  fluid  and  stones,  and  one  stone  could  be 
felt  impacted  in  the  cystic  duct.     The  bladder  was  tapped  with 
a  small  trocar,  and  eight  ounces  of  clear,  sero-mucous   fluid 
drawn   off.      It   looked   like   glycerin.      The   viscus   was   then 
washed  out  with  warm  water,  and  the  stones,  fifty-one  in  number, 
which  were  of  light   color,  composed  of  cholesterin,  removed. 
The  stone  in  the  duct  was  easily  gotten  into  the  bladder  by  ex- 
ternal manipulation.     The  bladder  was   kept  well    up   in   the 
wound,  and  the  peritoneal  cavity  protected  by  sponges.     The 
bladder  was  Btitched  to  the  upper  angle  of  the  wound   by  a  con- 
tinuous catgut  suture  and   two  strong  interrupted  silk  sutures, 
the  sutures  passing  through  all  the  layers  of  the  abdominal  wall, 
but  not  through  the  lining  membrane  of  the  bladder.     A  rubber 
tube  was  left  in  the  fistula.     The  other  part  of  the  abdominal 
incision  was   closed   by  a  continuous  catgut  suture   in    the   peri- 
toneum, and  silk  was  used  for  the  remaining  layers  of  the  pari- 
The  drainage-tube  was  removed  on  the  third  day,  but  the 
fistula  discharged  bile  for  three  weeks.     The  patient  is  now  well. 
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Remarks. — Gall-stones  are  found  do!  only  in  the  gall- 
bladder, but  in  the  cystic,  hepatic,  and  oommoD  ducts,  as  well 

as  in  the  liver  tissue.  Thornton,  Tait,  and  others  have  re- 
moved large  numbers  from  the  substance  of  the  liver.  How- 
ever, in  the  large  majority  9,  they  are  in  the  bladder. 

The  mortality  from  this  cause  is  not  known,  BO  many  deaths 
from  this  disease  having  been  reported  as  eases  of  obstruction 
of  the  bowels,  peritonitis,  intestinal  perforation,  colie,  etc. 
That  it  is  a  common  affection  can  be  demonstrated  by  the 
large  number  of  eases  in  which  stones  are  found  in  post- 
mortems, where  death  has  resulted  from  some  other  disease, 
and  from  the  number  of  cases  with  grave  -ymptoms  from 
this  cause  which  almost  every  general  practitioner  meets. 

The  etiology  of  the  disease  is  somewhat  obscure.  It  is 
known  that  it  occurs  most  often  after  thirty  years  of  age,  and 
that  fat-eaters  are  most  frequently  affected.  It  is  also  most 
frequent  in  the  female  sex.  There  is  doubtless  a  constitu- 
tional change  in  the  blood  which  favors  the  precipitation  of 
cholesterin  with  the  other  salts  of  the  bile,  but  it  is  probable 
that  it  usually  has  a  local  exciting  cause.  A  catarrh  of  the 
intestine,  extending  through  the  ducts,  causes  a  swelling  of 
the  mucous  membrane,  and,  as  a  result,  obstruction,  which 
causes  changes  in  the  gall-bladder  and  in  the  bile,  which 
favors  the  precipitation  of  its  solid  ingredients.  The  bile  is 
normally  a  neutral  or  slightly  alkaline  fluid,  and  whatever 
tends  to  produce  acidity  will  favor  precipitation  of  its  solids, 
and  stone-formation.  They  are  composed  usually  of  choles- 
terin 70  to  80  per  cent.,  bile  pigment,  and  earthy  matter, 
and  are  oval  or  polyhedral,  according  to  the  number  in  the 
bladder.  When  more  than  one  they  have  smooth  facets,  and 
this  often  aids  in  determining  whether  other  stones  are  to  be 
expected  in  the  organ.  They  vary  in  color  from  almost  black 
or  dark-brown  to  a  light-greenish  or  bright-yellow  shade.  It 
is  sometimes  difficult  to  make  a  diagnosis  of  gall-stones,  but 
it  has  been  very  correctly  stated  that  the  mistake  is  much 
oftener  made  in  calling  gall-stones  something  else  than  of 
calling  something  else  gall-stones.     Usually  the  patient  will 
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complain  of  paroxysm*  :il  be  all  the 

symptoms  of  dyspeptic  attacks.  There  will  be  paroxysi 
pain  in  the  epigastric  region,  with  tenderness  over  the  lower 
hepatic  region,  accompanied  with  bile  in  the  urine,  and  fol- 
lowed by  clay  stools  and  sometimes  the  passa  ones. 
There  is  rarely  the  shoulder  pain,  so  often  referred  to  in  our 
text-books,  and  on  which  bo  much  reliance  was  formerly 
placed.     Jaundice  is  also  frequently  absent.     It  is  only 

is  obstruction  in  the  hep  oramon  duct  that  this 

symptom  is  to  be  expected,  and  often  the  obstruction  is  so 
evanescent  as  not  to  give  rise  to  sufficient  obstruction  to  pro- 
duce jaundice.  This,  however,  when  it  occurs  with  par- 
oxysms of  epigastric  pain,  with  nausea,  liver  tenderness,  clay 

.and  bile  in  the  urine,  is  a  very  important  symptom, 
hut  its  absence  should  not  lead  one  into  the  error  of  pro. 
nouncing  against  gall-stones,  as  it  has  often  done.     It  has 

shown  that  stones,  after  they  pas^  through  the  cystic 
duct,  do  not  give  rise  to  great  pain  in  passing  the  larger  and 
much  less  sensitive  common  duct.  Paroxysms  of  pain  often 
occur  without  jaundice,  in  which  stones  drop  into  the  mouth 
of  the  cystic  duet,  hut  are  too  large  to  pass,  and  drop  hack 
into  the  bladder.  In  some  cases  there  will  he  persistent 
jaundice  from  a  stone  which  has  been  impacted  in  the  com- 
mon duct  near  its  entrance  into  the  duodenum,  and  the 
symptoms  will  he  relieved  by  the  stone  ulcerating  tip 
into  the  bowel.  Symptoms  may  persist  from  a  stricture  in 
the  duct,  produced  by  ulceration  from  the  stone,  and  if  the 
stone  should  pass  there  would  still  remain  symptoms  due  to 
bile-obstruction.  Stones  not  infrequently  ulcerate  through 
into  the  general  abdominal  cavity,  and   either  produce  a  local 

—  -'l-  general  peritonitis.  They  sometimes  ulcerate 
through  from  the  bladder  into  the  intestine,  and  may  he  *>[' 
such  large  size  or  bo  many  in  number  as  to  produce  obstruc- 
tion of  the  bowel. 

The  treatment  during  the  attack-  consists  in  hypodermics 
of  morphine  and  atropine,  with  the  use  of  ether  or  chloro- 
form, until  the  other  remedies  have  time  t<>  ot,    Wild 
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yam  has  been  reoommeDd  tad  no  • 

with  it.      Ii  [fi  n  arly  always  Boothing  to  place  the  patienl  in 
a  hot  bath.     Large  draughts  of  hot  water  als  •  the 

nausea.     I   have  treated  quite  a  number  of 

very   satisfactorily  in   this  way.     As  to  medical  treat] 
after  stones  have  been  formed,  experience  would  not  warrant 

us  in  placing  any  confidence  in  it.     The  sweet-oil  drau 

as  lias  been  abundantly  shown,  only  become  saponified  and 
tone-like  masses.     Turpentine,  chloroform,  wild 
yam,  etc.,  have  not  been  shown  to  have  any  curat;. 
It  is  not  reasonable  to  suppose  any  medicine  could  he  o 
that  would  dissolve  a  stone,  hut  perhaps  something  may  yet 
be  found  that,  when  injected  into  the  gall-bladder,  may  have 

It  di  a  that  medical  treatment  should  prevent 

formation,  hut  so  far  I  .  >  very  good  evidence  to 

nany  patients  have  gone  on  for  year-  passing  great 

quantities  of  stones,  and  no  treatment  would  have  any  e 
This  would  show,  what  I  have  already  stated,  that  the  di 
is  frequently  of  local  origin.     Stones  in  the  bladder  produce 
such  a  condition  that  others  are  formed,  and  after  operation 
for  relief  of  the  local  condition  and  the  removal  oft 
we  rarely  have  a  return  of  Vae  disease  in  those  cases  in  which 
we  could  know  that  they  were  constantly  being  formed  hefore 
the  operation.     Hence  the  treatment,  in  addition   to  general 
tonics  such  as  iron,  salicylate  and  phosphate  of  soda,  and  some 
of  the  mineral  waters,  is  surgical. 

When  there  arc  frequent  attacks  of  biliary  colic,  it  i-  si 
to  operate  and  give  the  patient  the  benefit  of  the  operation. 
It  is  not  wise  to  run  the  risks  of  peritonitis  r  to  delay  oper- 
ation, where  there  are  obstructive  symptoms,  until  the  liver 
has  become  involved  and  the  patient's  blood  poisoned. 
During  the  past  year  I  saw  a  case  of  peritonitis  following 
repeated  attacks  of  biliary  colic,  where  there  was  sufficient 
warning  to  save  the  patient,  but  the  physician  in  charge  did 
not  think  an  operation  indicated.  The  patient  was  lost.  In 
3es,  however,  there  are  no  symptoms  to  indicate  the 
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,it:i  alo  ratiou    h  i 
follow*  (1  by  p  i  I  ari  past  mon  I 

-  ich  a  cas  ville,  Ala.,  for  Dr.  I).  ! ).  ■ 

roman,  seventy-four  yean 

-  previously  with  very  marked  pain  over  the 
of  tin  hich  rapidly  r  the 

len.     A !'■■  r  a  few  days,  however,  II   ; 
two  w<  rd,  !  was 

which  was  movable  and   tender.     'I"      •  As- 

hy Drs.  ( las 
gently  manipulating  the  enlargement,  before  th 
completely  anaesthetized,  it  gave  way,  and  an  incision  revealed 
an  abscess,  which  had  Btarted  from  a 

bladder,  in  which  there  was  a  stem  of  a  walnut.     The 

cavity   was   thoroughly  I    out,  and    that    portion   of  the 

ved  ;  but,  owing  to  the 
extreme  condition,  made 

to  remove  the  Btone.     The  cavit]  U  drained.    The  patient 

died  on  the  fifth  day  from  exhaustion.     Of  course,  the. 
little  hope  offered  by  the  operation;  hut  as  the  family  and  patient, 
who  were  wry  intelligent  people,  desired  the  operation,  this,  the 
only  chani  .  iven.     I  □  v  that  there  w 

slough,  extending  nearly  through  the  intestine,  which  \\ 
paired  with  Lembert  sutiu 

re  is  hut  little  hope  of  recov<  py  t'v<>-     - 
in  th>  where  the  operation  is  done  after  obstru 

symptoms  ha\  1  until  the  liver  has  become  involved. 

Att'T  the  biliary  ducts  hav<  Hated  and  hepatic  abe 

occur,  th(  unpromising.      I  have  seen  a  number 

of  1 1 1  Three  months  ago  I  saw  B  'r.  T. 

L.  Robertson,  of  Birmingham,  in  which  an  operation  was  not 
advised  owing  to  the  secondary  disease.  This  man  had 
suffer'  everal  years  from  obstruction  and  had  become 

dropsical.     There  was  also  evidence  of  can  gall- 

bladder. And  just  here  I  may  say  that  it  is  quite  well 
proven  that  gall-si  r  of  the  gall-bla 

and  tliis  would  be  an  additional   argument    for  their  early 


872  -'  CASE  01 

Tli-  Ted   Is  oholecyslotomy,  as  per- 

formed in  the  ,il  of 

gall-bladder,  which   was  recommended  by  buch, 

should  <mlv  be  don.'  when  the  other  opera;  •,  possible 

or  practicable,  owing  to  the  friability  of  the  bladder-walls,  or 
when  the  bladder  cannot  be  brought  to  the  abdominal  wound. 

It  should  not  be  an  operation  of  selection,  although  it> 
originator  and  Or.  J.  McFadden  Gaston,  and  others,  believe 
that  it  should  he.  Cholecystotomy  was  advised  in  suitable 
by  Sharp,  of  Guy's  Hospital,  in  the  middle  of  the  last 
century,  and  Bobbs,  of  [ndiana,  did  the  first  operation  in 
But  it  remained  for  Sims,  in  1878,  to  deliberately 
plan  and  do  the  operation  which  has  been  B  sfully  per- 

formed by  Tait,  Thornton,  and  many  others.  S'ms's  patient 
died  on  the  eighth  day.  Ills  plan  consisted  in  opening  the 
bladder  and  Btitching  it  to  the  parietes  at  one  operation. 
Maunder  divided  the  steps  of  tl  ation  into  two  sfc 

stitching  the  bladder  to  the  parietes  and  waiting  tor  adhesions 
before  opening  the  viscus.  The  incision  may  he  made  from 
three  to  four  inches  long  in  the  linea  alba,  or  near  the  right 
rectus  muscle,  or  over  the  prominence  of  the  tumor  parallel 
to  the  linea  alba,  or  over  the  tumor  parallel  to  the  lower 
border  of  the  ribs.  I  prefer  the  last.  The  bladder  should 
not  be  Btitched  and  dropped  back  into  the  abdomen,  as  there 
is  not  only  a  probability  of  leakage,  but  should  stone-  reform, 
there  would  be  the  necessity  of  a  subsequent  operation,  which 
would  open  the  general  peritoneal  cavity.  Stones  impacted 
in  the  ducts  must  be  dislodged  and  pushed  into  the  bladder 
or  duodenum.  It  may  be  necessary  to  break  them  up  with  a 
needle  before  this  is  possible.  In  some  cases  the  duct  should 
be  incised  and  sutured.  Where  the  obstruction  in  the  com- 
mon duct  cannot  be  relieved,  cholecysto- enterostomy  should 
be  resorted  to.  Frequent  attacks  of  biliary  colic  call  ten-  the 
operation,  and  the  results  of  Tait,  Thornton,  and  Meredith 
show  that  it  involves  but  comparatively  little  risk,  not  more 
than  five  per  cent,  mortality. 
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